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Abstract 
Borderline personality disorder (BPD) is a complex psychiatric condition whose severity is 
compounded by the heterogeneous psychological functioning of those who suffer from the 
disorder. This heterogeneity has made the identification of a unified treatment strategy difficult 
and attempts to resolve this variation within the disorder by investigating subtypes of BPD have 
been made. However, the clinical utility of this approach has not been examined. The major 
object of this research project was to investigate the presence of subtypes of BPD and to examine 
whether treatment effectiveness varied as a function of subtype. Data from 61, predominantly 
female, participants with BPD were entered into a cluster analysis. Using variables that are 
central to cognitive behavioural models of BPD and have been shown to be heterogeneously 
distributed in previous BPD samples, two subgroups were identified and defined on the basis of 
whether participants attributed the causes of negative events as being themselves or other people.  
Consistent with hypotheses, the subgroup with a tendency to blame others for negative events 
showed far lower levels of change between admission and discharge than the subgroup who 
blamed themselves for negative events, on both measures of statistical and clinical significance. 
Alternate means of identifying participants who optimally responded to the intervention were 
explored and a cluster analysis identified two groups of participants that were separated on the 
basis of whether they had shown clinically significant change on a range of variables. It was 
found that data from admission to the program could successfully predict which participants 
would belong in the optimal or mixed response groups upon discharge. Taken together, the 
findings of this research project suggest that not only can theoretically valid subgroups of BPD be 
identified, but that they have clinical utility in understanding participants’ response to 
intervention. Further, the findings suggest that profiles of clinical change can be identified and 
predicted. The findings of this research project are discussed with respect to their methodological 
limitations, suggestions for future research, and their implications for both theory and practice. 
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- Chapter One - 
Introduction 
 
Since its inclusion in the DSM, borderline personality disorder (BPD) has been the 
subject of over 1800 research projects. One of the reasons for this is the severity of the 
psychosocial impairment (Skodol et al., 2002) and the high utilization of health care services 
(Sansone, Gaither, & Songer, 2002) associated with the disorder. Further to this, suicide is the 
major cause of death within this population (Pompili, Giradi, Ruberto, & Tatarelli, 2005), with 
successful rates of suicide ranging up to 10% (Black, Blum, Pfhol, & Hale, 2004; Paris, 2002). 
This represents a major concern for clinicians given the prevalence of the disorder within clinical 
settings. More specifically, recent research estimates into the prevalence of BPD range from 10% 
amongst mental health clinic outpatients, 20% amongst psychiatric inpatients, and 0.7% to about 
2% in the general population (American Psychiatric Association, 2000; Torgersen, Kringlen, & 
Cramer, 2001). 
The key features of current DSM-IV-TR (APA, 2000) diagnostic criteria can be 
summarized as comprising affective, impulsive, interpersonal, and cognitive symptoms (Lieb, 
Zanarini, Schmahl, Linehan, & Bohus, 2004; Paris, 2005a). The affective symptoms are 
characterized by a difficulty in regulating affect (Linehan, 1993a), particularly anger (Gunderson, 
1984; Millon, Davis, Millon, Escovar, & Meagher, 2000), and the marked instability of this affect 
in BPD patients has been found to be the strongest criterion associated with suicidal behaviour 
(Yen, et al., 2004). Interpersonal relationships for those with BPD are commonly stormy and 
intense (Millon, et al., 2000) due to the sufferer’s use of devaluation, manipulation, dependency, 
and masochism (Gunderson, 1984). Identity disturbance, one of the core cognitive symptoms, has 
been shown to be a multifaceted construct consisting of role absorption, painful incoherence, 
inconsistency, and lack of commitment (Wilkinson-Ryan & Westen, 2000). Other cognitive 
symptoms include a wide range of dissociative experiences (Zanarini, Ruser, Frankenburg, & 
Hennen, 2000). Along with  recurrent suicidal behaviour, gestures, or threats, and self-mutilating 
behaviour, substance abuse, fights, and sexual promiscuity characterize the impulsive symptoms 
of BPD (Gunderson, 1984). Further, reviews of studies of comorbidity in participants with BPD 
indicate that high rates of Axis I disorders commonly co-occur with the disorder (Skodol, et al., 
2002). 
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Whilst it is thought that these symptoms do not clearly manifest themselves until late 
adolescence (Stone, 1993), the literature is mixed in relation to the course and stability of the 
disorder. There is a general consensus that the pattern of symptoms in early adulthood is one of 
chronic instability (American Psychiatric Association, 2000) that is marked by a dramatic 
increase in self-harm and suicidal behaviours between the ages of 18-24 (Sansone, et al., 2002). 
Although studies have shown that longitudinally BPD symptoms remit in most patients (Paris & 
Zwieg-Frank, 2001), Sansone et al. (2002) found that BPD self-harming behaviour remained 
stable from the dramatic onset through to ages 50-59 years. These results do not necessarily 
conflict as participants in Paris and Zweig-Frank’s (2001) study may have continued to have 
levels of self-harm comparable to their initial assessment but may not have met any other 
symptoms that are necessary for BPD diagnoses, and thus appeared to be in remission.  
The severity of the disorder is further compounded by its heterogeneous nature. In 
addition to the numerous combinations of diagnostic symptoms that would qualify an individual 
for a diagnosis of BPD (Sansilow, et al., 2002), research has consistently identified the 
heterogeneity present within the disorder across a range of measures. For example, wide 
variations between participants with BPD on measures of suicide attempts or self-harm acts 
(Brodsky, Cloitre, & Dulit, 1995; Brown, Comtois, & Linehan, 2002; Zweig-Frank, Paris, & 
Guzder, 1994), dissociative experiences (Zanarini, Ruser, et al., 2000), depression and 
dysfunctional attitudes (Rose, Abramson, Hodulik, Halberstadt, & Leff, 1994), levels of 
functioning (Skodol, et al., 2002), and treatment success (Bohus, et al., 2004; Koons, et al., 2001) 
have been identified. 
These findings together with the diverse range of theoretical models of the aetiology of 
BPD (e.g., Graybar & Boutilier, 2002; Jackel, 1975; Kernberg, 1984; Linehan, 1993a; Millon, et 
al., 2000) make the development of a unified treatment strategy  for those with the disorder 
difficult (Hurt, Clarkin, Monroe-Blum, & Marzialli, 1992). As a means of understanding the 
heterogeneity, theoretical (e.g., Layden, Newman, Freeman, & Morse, 1993) and empirical (e.g., 
Liehener, et al., 2003; Whewell, Ryman, Bonanno, & Heather, 2000) attempts have been made to 
identify whether there are particular profiles of symptoms and functioning amongst individuals 
with the disorder. These attempts to subtype the disorder have resulted in a range of convergent 
and divergent methodologies and findings. Further, many studies have derived subtypes 
empirically but have not used constructs that are central to theoretical models of BPD. As a 
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result, hypotheses regarding the development and maintenance of each subtype’s presentation are 
difficult to infer. 
Whilst these studies represent an initial step towards increasing diagnostic specificity 
within the disorder, to date no research has examined the treatment responsiveness of subtypes. 
As a consequence, the clinical utility of using subtypes to conceptualize the disorder has not been 
validated. The present research project aimed to address this gap in the literature by investigating 
the presence of subtypes of the disorder and examining how each benefit from a psychological 
intervention. The data presented in the following studies was derived from a sample of 
participants with borderline personality disorder who took part in a residential treatment program 
whose psychological functioning was measured on a range of constructs. 
Using variables that represented constructs central to cognitive behavioural models of 
BPD and constructs that have been previously shown to have a heterogeneous distribution within 
BPD samples, the first study of the research program was concerned with identifying 
homogenous clusters of participants with BPD. A cluster analysis identified two theoretically 
valid subgroups of participants that were largely differentiated on the basis of how each attributed 
the causes of negative events, as well as increasing levels of fear of losing control of particular 
emotions. The second set of studies found that the treatment outcomes for each subgroup were 
consistent with theoretically-derived predictions using measures of both statistical and clinical 
significance. Additionally, this set of studies found that examining each subgroup’s change 
between admission and discharge was more informative than examining all participants’ change 
together. Taken together, these findings suggest that identifying subgroups can not only provide a 
means of understanding the heterogeneity but also that it may be possible to determine the 
optimal type of treatment for particular profiles of BPD.   
The third set of studies in the research program focused on investigating the heterogeneity 
of BPD treatment response. More specifically, these studies investigated whether participants 
could be statistically separated on the basis of their level of clinical change across a range of 
variables upon discharge from a treatment program. A cluster analysis identified two groups 
showing distinctly different profiles of change on several constructs of interest. Additionally, 
these studies investigated whether the membership of these two clusters could be predicted using 
constructs measured upon admission to a treatment program. A discriminant function analysis 
found that variables central to cognitive behavioural models of BPD could correctly classify the 
majority of participants into each of these clusters. The findings from these studies suggest that it 
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is possible to identify, and predict participants who display higher levels of clinically significant 
change across a range of variables. Future research is needed to examine how to optimise 
treatment for the group of participants who did not show high proportions of clinically significant 
change.  
In summary, this thesis presents the findings of a range of studies that attempt to identify 
theoretically meaningful subtypes of BPD and examine their clinical utility. A discussion of the 
nature of the heterogeneity of the disorder precedes these studies (Chapter Two) and a general 
method section is presented in Chapter Three. Chapter Four describes an exploratory study that 
investigates the presence of subgroups within participants with BPD. Chapters Five and Six 
examine whether there are differences between subgroups of participants in terms of their levels 
of statistically and clinically significant change between admission and discharge from the 
treatment program. The two studies that comprise Chapter Seven explore whether profiles of 
change can be identified amongst the participants and whether this type of change can be 
predicted using variables measured upon admission to the program. Finally, Chapter Eight 
provides a general discussion of the findings of the project and discusses both the methodological 
considerations and the implications of the current results. 
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- Chapter Two - 
 Subtyping borderline personality disorder: A solution 
to heterogeneity 
 
 Borderline personality disorder (BPD) is a complex, chronic psychiatric disorder (Paris, 
2005a). It is commonly perceived as a severe disorder (Arntz, 2005), in part due to the fact that 
suicide is the major cause of death within this population (Pompili, et al., 2005), with successful 
rates of suicide ranging up to 10% (Black, et al., 2004; Paris, 2002). The disorder is further 
characterized by severe psychosocial impairment (Skodol, et al., 2002) and high utilization of 
health care services (Sansone, et al., 2002). These facts support the need for future research to 
continue to investigate how to best understand and treat those suffering from BPD. 
Since its early inception, the term ‘borderline’ has been applied to many different 
symptoms and syndromes (Grinker, Werble, & Drye, 1968). Despite undergoing several 
revisions, the current DSM-IV (American Psychiatric Association, 2000) criteria require the 
presence of any five of the nine criteria to qualify a person for the diagnosis. This allows 151 to 
256 different combinations of the criteria from which it is possible to achieve a diagnosis of BPD, 
depending on the calculation (Linehan, Cochran, & Kehrer, 2001; Sansilow, et al., 2002; Andrew 
E. Skodol, et al., 2002), creating a “broad, heterogeneous, and fuzzy category” (Paris, 2007, p. 
462). This heterogeneity has been frequently noted (Conklin, Bradley, & Westen, 2006; 
Hoerman, Clarkin, Hull, & Levy, 2005; Andrew E. Skodol, et al., 2002) and is indicated in the 
presence of multiple co-occurring disorders (Donegan, et al., 2003; Sansone, Songer, & Miller, 
2005), as well as in the differences between (Paris, 2005b) and within (Zanarini, Ruser, et al., 
2000) symptoms in this population. Further, “this heterogeneity among individuals with the 
disorder makes it difficult to develop a unified treatment strategy” (Hurt, et al., 1992, p. 200). 
Attempts to refine this heterogeneity and increase diagnostic specificity have led to the 
investigation of the presence of meaningful subtypes within BPD (Grinker, et al., 1968; Liehener, 
et al., 2003; Whewell, et al., 2000). This chapter will review the literature on heterogeneity within 
BPD and both theoretical and empirical attempts to subtype this population. 
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2.1 Heterogeneity of etiological theories 
 The aetiology of BPD has been conceptualized in many different ways, again reflecting 
heterogeneity associated with understanding the disorder. Many of the aetiological theories can 
be loosely conceptualised as referring to traumatic and non-traumatic pathways to the 
development of BPD. This section will compare several theories and examine the empirical data 
supporting their propositions. 
Psychodynamic theorists (e.g., Jackel, 1975) have  postulated that the experience of 
severe traumata in early childhood – such as a history of severe illness, or loss of a parent through 
death or separation, or  having parents with emotional disturbances who failed to further their 
maturation – results in ego defects or weaknesses and, consequently, BPD. More specifically, 
having an unavailable father and a mother who withdraws emotionally when the child begins to 
make an effort to separate and individuate presents a dilemma to the child and results in split 
object relations within the individual (Goldstein, 1985). Researchers (e.g., Zanarini et al.,1997) 
have found that, amongst other factors, emotional denial by a male caretaker and inconsistent 
treatment by a female caretaker predicted BPD diagnosis, providing indirect support for object 
relations theory. 
Further, as the internalization of dyadic object relations from early childhood is thought to 
be the groundwork that personality builds on and develops from (Clarkin, Lenzenweger, 
Yeomans, Levy, & Kernberg, 2007), “it is the persistence of the split object relations unit that 
leads to the psychopathology associated with the borderline personality” (Goldstein, 1985, p. 
107). This often manifests itself in primitive defences such as ‘splitting’ in which good and bad 
images of objects are actively and radically separated (Clarkin, et al., 2007; Goldstein, 1985; 
Millon, et al., 2000). Whilst these defence mechanisms may provide some anxiety reduction, 
their inflexibility does not allow for successful adaptation to external reality as they impede 
accurate perception and cognitive processing (Clarkin, et al., 2007) and may contribute to the 
affective instability and stormy interpersonal relationships that commonly characterize those with 
BPD. 
Linehan’s (1993) biosocial theory of BPD builds upon the role of trauma, integrating it 
into a model that also has biological underpinnings. She posits that BPD is primarily a disorder of 
the emotion regulation system and that those with BPD have a biologically irregular emotional 
vulnerability and a lack of skills with which to regulate their emotions. This vulnerability is 
characterized by a high sensitivity to emotional stimuli whereby the individual with BPD has a 
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lower threshold for an emotional reaction, reacts quickly, and takes longer to return to their 
baseline emotional state than those without the disorder. Despite the prominence of this theory, 
only recently have empirical studies focused on examining the relationship between emotion 
dysregulation and BPD. More specifically, Gratz et al.(2006) found that compared to those 
without a PD, outpatients with BPD were less willing to tolerate distress or to approach a 
potentially distressing situation. Similarly, Bornolova et al. (2008) found that the presence of 
BPD amongst their sample was associated with higher scores of emotional dysregulation and less 
willingness to tolerate emotional distress. Future research should include measures of emotional 
distress tolerance in order to establish the validity of Linehan’s (1993) theory. 
 Linehan argues that this difficulty in regulation of emotions, in interaction with an 
invalidating environment during childhood, is what leads to emotional vulnerability and 
symptoms of BPD. She theorizes that the consequences of developing in an environment of this 
type include failure to learn how to label emotional experiences appropriately, how to tolerate 
distress, or how to trust subjective emotional responses as valid, and by reinforcing displays of 
extreme emotion. Not surprisingly, such omissions are theorized to lead to a disorder 
characterized by a failure to regulate emotions. Research has given some validation to this 
characterization in that BPD patients were distinguished from dysthymic disorder patients by the 
presence of dysregulated affect (Conklin, et al., 2006). 
Yet other theorists have argued that invalidating environments, other types of childhood 
trauma and predisposing factors lead to a disorder that is primarily categorized by an impaired 
capacity for autonomy (R. M. Ryan, 2005). Some validation of this impaired autonomy model 
has emerged through clinical and empirical observations of ‘dependent’ borderlines (Liehener, et 
al., 2003; Linehan, 1993a). In summary, although theorists conceptualize the impact of childhood 
trauma differently, the convergent view is that it plays an important role in the development of 
BPD. 
 Many empirical studies have attempted to clarify the role of childhood trauma, 
particularly childhood sexual abuse (CSA), in the aetiology of BPD (Bandelow, et al., 2005; 
Sansone, et al., 2005; Zanarini, et al., 1997). Zanarini et al. (1997) found that a sample of 
participants with BPD reported significantly more emotional and sexual abuse, and neglect in 
their childhoods than those with other personality disorders. More specifically, 91% of a sample 
of BPD patients reported some type of childhood abuse and, within this, 61.5% reported being 
sexually abused as a child. Further, 92% reported some type of childhood neglect. Similarly, 
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Sansone et al. (2005) found that those with BPD reported significantly more types of childhood 
trauma than those without BPD. Despite its high prevalence within BPD, Zanarini et al. (1997) 
suggested that sexual abuse is not the only risk factor for the development of BPD as they found 
that within their sample female gender, sexual abuse from a male non-caretaker, emotional denial 
by a male caretaker, and inconsistent treatment by a female caretaker predicted BPD diagnosis.  
Although this may suggest provisional support for the relationship between childhood trauma and 
BPD, this extremely high incidence may have been more related to the severity of the pathology 
of the inpatient sample rather than the general prevalence of childhood abuse within the disorder. 
In short, the growing consensus is that whilst childhood experiences are important, they need to 
be seen as part of a multifactorial construct of aetiology (Bandelow, et al., 2005; Linehan, 
1993a).  
Bandelow et al. (2005) found evidence that provides provisional support for the concept 
of childhood trauma forming a component of a multifactoral pathway to the development of 
BPD. More specifically, a logistic regression analysis of their data produced a model in which 
factors such as childhood sexual abuse, separation from parents, unfavourable parental rearing 
styles, and family neurotic spectrum disorders all exhibited significant influence in the aetiology 
of BPD. The weight given to this finding is limited in that responses depend on accurate reporting 
of events that occurred many years ago (Bandelow, et al., 2005). Accordingly, this reporting is 
not only vulnerable to memory defects, but also to defences such as repression.   
Although CSA is prevalent within BPD populations, whether it has a role in the 
development of BPD per se is unclear. For example, it is well established that only a minority of 
individuals who have been sexually abused in childhood develop BPD (Fergusson & Mullen, 
1999). Moreover, exploration of this relationship via a meta-analysis found that CSA is not a 
major psychological risk factor or causal antecedent of BPD (Fossati, Madeddu, & Maffei, 1999). 
Such findings suggest that if CSA influences the development of BPD, it does so through indirect 
pathways. 
Cognitive theory facilitates the understanding of how events such as CSA may indirectly 
influence the development of BPD through its notion of schemas – structures that integrate and 
attach meaning to events (Beck, Freeman, Davis, & Associates, 2004). The theory poses that as 
situations arise, they are processed through schemas and attributed meaning, resulting in specific 
assumptions and beliefs. Empirical support has been found for the influence of dysfunctional 
schemas in the development of BPD as well as PDs more generally. For example, specific BPD 
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assumptions have been found to mediate the relationship between etiological factors from 
childhood (such as sexual, emotional, and physical abuse) and BPD pathology (Arntz, Dietzel, & 
Dreessen, 1999). 
These specific assumptions relate to beliefs that others are dangerous and malignant, that 
one’s value as a person is diminished; that one is bad or unacceptable, and the idea that one is 
powerless and vulnerable (Arntz, 1994). As they influence an individual’s perception and 
interpretation of stimuli, the dysfunctional core beliefs cause the individual to habitually act in a 
manner that is likely to reinforce these beliefs (Butler, Brown, Beck, & Grisham, 2002). With this 
repetition, the belief becomes structuralized (Beck, et al., 2004). 
Beck et al. (2004) posit that the dysfunctional beliefs and attributional biases that 
comprise personality disorders arise from an “interaction between an individual’s genetic 
predisposition and exposure to undesirable influences from other people and specific traumatic 
events” (p. 18). These dysfunctional beliefs coupled with maladaptive coping strategies serve to 
maintain personality disorders in a similar way to that proposed by Linehan’s (1993) invalidating 
environment. Therefore research investigating BPD within the context of cognitive theory should 
include measures of beliefs and attributions. 
Whilst the cognitive theory proposes a model that offers an explanation as to how both 
traumatic and nontraumatic events may lead to BPD, diathesis-stress models (Graybar & 
Boutilier, 2002; Paris, 1999) have also been proposed to explain the aetiology of the disorder. 
These models propose that predispositions – temperamental variables such as impulsivity 
(Graybar & Boutilier, 2002; Paris, 1999) – are amplified through the interaction with 
psychosocial stressors (Graybar & Boutilier, 2002; Paris, 1999) and lead to the development of 
BPD. These models hypothesize a nontraumatic pathway to BPD which emphasizes the 
interaction between predisposition and environmental factors such as “being exposed to ‘good’ or 
‘bad,’ ‘adequate’ or ‘inadequate,’ [and] ‘wonderful’ or ‘horrific’ parenting (Graybar & Boutilier, 
2002, p. 154). As with other models of BPD aetiology, diathesis-stress models emphasize the 
importance influence that parenting can have on subsequent development. More specifically, 
Graybar and Boutilier (2002) suggest that a child or parent’s predisposition can strain the 
attachment process and lead to a mutually unrewarding, if not an actively punishing process of 
parent-child interactions or bidirectional shaping process. 
Thus, it is evident that there are broadly different theoretical conceptualizations and 
empirical support as to how borderline personality disorder can evolve from both traumatic and 
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nontraumatic pathways. Further, these differences in aetiology may reflect the heterogeneity of 
symptoms within borderline samples. 
 
2.2 Heterogeneity of symptoms  
The large number of ways in which an individual can meet the criteria for diagnosis 
ensures that not all individuals who suffer from BPD are the same (Oldham, 2006) and that there 
is considerable heterogeneity between symptoms. For instance, not every person with BPD 
attempts suicide or self-harms (Brodsky, et al., 1995; Zweig-Frank, et al., 1994). This particular 
difference may be accounted for by the level of functioning of the individual as those with BPD 
who self-harm have been shown to have more comorbid diagnoses and more weeks of prior 
treatment than those with BPD who do not self-harm (Dulit, Fyer, Leon, Brodsky, & Frances, 
1994). 
Compared to those who do not self-harm, those with BPD who self-harmed had higher 
rates of both CSA and dissociation (Zweig-Frank, et al., 1994). This relationship between 
frequency of self-mutilation and dissociation has been found independent of abuse history 
(Brodsky, et al., 1995).  Additionally, frequencies of dissociative experiences have been found to 
be quite heterogeneous amongst males and females diagnosed with BPD (Zanarini, Ruser, et al., 
2000). Typical problems with studies that examine CSA are the use of retrospective self-reports 
of abuse which are subject to the possibilities of both underreporting and overreporting (Brodsky, 
et al., 1995). However, it is evident that there is much heterogeneity in the relationship between 
BPD and self-harm, dissociation, and childhood abuse. Therefore, it is important that studies 
addressing the heterogeneity of the disorder utilize measures of these constructs. 
This heterogeneity has been observed within the expressions of specific criteria of BPD. 
For example, it has been found that not all women with BPD who self-harm attempt suicide 
(Brown, et al., 2002). Further highlighting the differences between participants in their sample, 
Brown et al. (2002) found that a significantly higher percentage of those who did not attempt 
suicide endorsed self-punishment as a reason for parasuicide compared to those who did attempt 
suicide. As this difference in motivation did not hold in a within-persons comparison between 
suicidal and non-suicidal acts, it cannot be inferred that self-punishment distinguishes between 
the function of suicidal and nonsuicidal parasuicide in women with BPD (Brown, et al., 2002). 
Although this study showed strong interrater agreement when classifying suicide attempts, the 
generalisability of its findings is limited in that they may not apply to men, or those who attempt 
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suicide who do not have a BPD diagnosis. This study illustrated the variation in motivations for 
and use of self-harm and/or suicide within specific BPD symptom. 
 Heterogeneity has been observed amongst borderline populations on a number of other 
variables. For instance, a study by Rose, Abramson, Hodulik, Halberstadt, and Leff (1994) found 
differences within those diagnosed with BPD on measures of depression, dysfunctional attitudes, 
and inferential style. These differences were found between those with BPD who had been 
abused and those who had not. This finding suggests that investigations of the heterogeneity of 
BPD should include measures of depression, and attitude/inferential style. This is consistent with 
the cognitive theory of personality disorders (Beck et al., 2004) which sees attributional biases as 
being central to BPD. Others (Conklin, et al., 2006) have found patterned differences amongst 
borderline personality disorder patients on measures of affect regulation, however the sample 
were all female, and the data came from clinician-rated measures rather than self-report forms. 
Conklin et al.’s (2006) findings suggest that attempts to subtype BPD should include a measure 
of the affective experience of those with the disorder. 
Further, research has illustrated the differences in levels of functioning amongst 
borderline patients (Hoerman, et al., 2005; A. E.  Skodol, et al., 2002; Soloff, Fabio, Kelly, 
Malone, & Mann, 2005). For example, Soloff et al. (2005) found that 70% of their borderline 
subjects had an Axis I depressive disorder and 54.9% had a comorbid Axis II personality 
disorder. They found that an additional Axis II disorder, a second Cluster B disorder, or antisocial 
personality disorder were significantly more prevalent amongst BPD subjects who were rated as 
high-lethality suicide attempters compared to low lethality attempters. 
 It is evident that there is considerable heterogeneity within samples of individuals 
diagnosed with borderline personality disorder across many different variables. Although some of 
this variation may be attributed to the presence of childhood sexual abuse or comorbid 
personality disorders, research indicates that these within group differences may be patterned, 
indicating a need to investigate possible subtypes of BPD. The convergence of these findings 
suggests that studies attempting to subtype BPD should include measures of constructs such as 
self-harm, dissociation, depression, affect regulation, and inferential/attributional style. 
 
2.3 Heterogeneity of treatment success  
 Dialectical Behaviour Therapy (DBT) was initially developed by Linehan (1993) for use 
with chronically suicidal populations who also met the criteria for BPD. Randomized controlled 
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trials (RCT) of DBT with borderline samples have shown that it is superior to treatment as usual, 
particularly in reducing self-harming behaviour, suicidal ideation, hopelessness, depression, 
anxiety, drug abuse, interpersonal functioning, social adjustment, anger expression, and global 
psychopathology (Bohus, et al., 2004; Koons, et al., 2001; Linehan, Armstrong, Suarez, Allmon, 
& Heard, 1991; Linehan, et al., 1999; Verheul, et al., 2003). However, not all patients in the DBT 
groups show equal gains. For example, Verheul et al. (2003) found that DBT was superior to 
treatment as usual for those who had BPD and a higher-severity of baseline self-harm acts but not 
for those with a lower-severity. This finding suggests that studies examining participants’ 
response to intervention should include a measure of self-harm acts. 
  Other researchers have observed heterogeneity amongst the clinical significance of their 
participants’ changes. Whilst the definition of clinical significance varies, it commonly refers to 
examining whether participants’ scores reliably move from the dysfunctional to the functional 
range on a given measure. For example, Koons et al. (2001) found that of their DBT patients, 
60% met the criteria for clinically significant change in suicidal ideation and depression, and 80% 
in unexpressed anger and dissociative experiences.  
A four month, nonrandomised, controlled study of the effectiveness of DBT for treating 
an inpatient sample for BPD yielded considerably more heterogeneity of treatment response 
(Bohus, et al., 2004). More specifically, Bohus et al. (2004) found that only 42% of those 
receiving DBT had clinically recovered on a general measure of psychopathology. This bimodal 
distribution of treatment response has led some (e.g., Liehener et al., 2003) to suspect that the 
differences in response may be accounted for by different subtypes within the population of BPD. 
To investigate this possibility, Bohus et al. (2004) tested three different models of predictors: 
social, pre-treatment, and severity of diagnosis, but found that none of these predicted treatment 
or non-treatment response.  
It is important to note that the Bohus et al. (2004) sample was drawn from a specific, 
severely dysfunctional, inpatient population of BPD in contrast to the more broad samples used 
by the RCTs previously mentioned, yet it produced the highest heterogeneity in treatment 
response. This heterogeneity may be accounted for by the severity of dysfunction within the 
group, the different outcome measures used by each study, and the criteria used to determine 
clinically significant change. Whilst the severity of Bohus et al.’s (2004) sample may limit the 
generalisability of their findings, the fact that more than half of their participants did not recover 
suggests a clear need for studies to examine severe BPD presentations. Investigating the presence 
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of subtypes of BPD within those who present with severe dysfunction may provide a way of 
meaningfully understanding the heterogeneity of their treatment responsiveness. 
Taken together, these findings show that although DBT can result in reductions of 
symptoms for individuals with the disorder, not all respond to the same degree or in the same 
period of time. This further highlights the variability amongst individuals with a BPD diagnosis 
and suggests that there may be particular groups of those with BPD for whom treatment is most 
effective.  
 
2.4 Theoretical subtypes  
In attempting to make sense of the differences in symptoms and treatment responses 
within this population, both clinical observations and theoretical postulations of subtypes of BPD 
have been made. That is, groups of individuals whose configuration of symptoms are 
qualitatively and/or quantitatively different from each other are thought to exist within the BPD 
population. 
Through clinical treatment of women with borderline personality disorder, Linehan 
(1993) observed two different types of BPD patient – the ‘butterfly’ and the ‘attached.’ The 
butterfly patient tends to have great difficulty attaching to therapy, their attendance at sessions is 
often episodic, agreements are often broken, and the therapy/therapeutic relationship does not 
appear to be a high priority for them (Linehan, 1993a). The attached patient stands in diametric 
contrast to the butterfly, typically forming an immediate intense relationship with the therapist, 
asks for longer therapeutic contact within and between sessions. The attached patient often holds 
the therapist as a primary support, rarely drops out of treatment, and has great difficulty when the 
therapist goes away on holiday (Linehan, 1993a). 
Other researchers (e.g., Layden, Newman, Freeman, & Morse, 1993) have applied a 
cognitive framework to their clinical observations of heterogeneity of BPD. From this, Layden et 
al. (1993) have hypothesized the existence of three subtypes of BPD based around DSM-III 
(American Psychiatric Association, 1980) criteria for BPD, as well as features of concomitant 
personality disorder profiles, and have used these to help focus on specific symptoms and 
schemas within each subtype. The first subtype, borderline-avoidant/dependent personality, 
appears to be an amalgamation of the subtypes observed by Linehan (1993). These patients are 
characterized by beliefs of their being incompetent at coping with demanding situations, and thus 
cause the patient to shy away. Conversely, their dependent aspects are thought to come from 
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beliefs such as “I need others to make decisions for me” (Layden, et al., 1993). The second 
subtype, borderline-histrionic/narcissistic personality, describes individuals with BPD who 
alternate between idealizing and vilifying their therapists, experience overwhelming needs for 
attention and affection, and who experience labile mood, rage, and stormy relationships. The 
cognitive schemas of these individuals revolve around themes of abandonment and unlovability 
and can lead to difficulty understanding appropriate interpersonal boundaries, or acting 
impulsively.  
The third subtype, borderline-antisocial/paranoid personality, is typified by hostility, 
suspiciousness, and recklessness (Layden, et al., 1993). Extreme anger and jealousy is 
experienced within this population and they are low in self-esteem, intolerant of boredom, and 
often self-destructive.  
Other researchers (e.g., Millon, et al., 2000; Millon, et al., 1996) have similarly theorized 
the existence of subtypes of BPD conceptually based on pathological overlaps with other 
personality disorders. Millon et al. (2000) hypothesize a ‘discouraged’ borderline subtype - one 
that bears similarities to Layden et al.’s (1993) theories in that those within it are thought to have 
avoidant, dependent, or depressive features. Again evidencing similarities to Layden et al.’s 
(1993) work, Millon et al.’s (2000) ‘impulsive’ subtype consists of histrionic or antisocial 
features. These theorists further propose a ‘self-destructive’ subtype, consisting of depressive or 
masochistic features, and a ‘petulant’ subtype, consisting of negativistic features.  
Whilst it is evident that there is considerable overlap across theorists in terms of how 
these subtypes have been observed and conceptualized, these specific models have neither been 
operationalised in terms of how individuals within them respond to treatment nor been validated 
empirically. For example, whilst Linehan (1993) developed therapeutic strategies to address the 
specific difficulties of the ‘butterfly’ and ‘attached’ BPD patients, the effectiveness of these 
techniques is yet to be examined across patient type. Similarly, John Oldham (2006) 
hypothesized as to what ratio of pharmacotherapy versus psychotherapy would be beneficial for 
each of his five theorized subtypes that are based on etiological theories of BPD. Oldham 
purports that ‘affective,’ ‘impulsive,’ and ‘aggressive’ subtypes would need to be treated more 
with pharmacotherapy as each subtype may represent a successive phase in treatment or different 
levels of severity. His fourth and fifth subtypes, ‘dependent’ and ‘empty,’ subtypes are 
hypothesized to be more amenable to psychotherapy due to their more stable symptomatology 
(Oldham, 2006). Future research needs to focus on empirically validating these theoretical 
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models and exploring whether there are meaningful differences between subtypes in terms of 
how they respond to interventions.   
 
2.5 Empirically derived subtypes of BPD  
Efforts to empirically investigate the presence of subtypes of borderline personality 
disorder have been made since early in the disorder’s history. One of the first groups to attempt 
this task were Grinker et al. (1968) who conceptualized the borderline syndrome around deficits 
of the ego structure. Applying a clustering procedure to their sample, Grinker et al. (1968) 
reported the emergence of four subtypes – those on the ‘psychotic border, ’ those with ‘the core 
borderline syndrome,’ ‘the adaptive, affectless, defended, “as if” persons,’ and those on ‘the 
border with the neurosis’ (Grinker, et al., 1968). These early observations were pooled with 
others and led to the subsequent incorporation of BPD within the DSM-III (American Psychiatric 
Association, 1980).  
Since this development, researchers have investigated the presence of subtypes using a 
variety of statistical procedures, methodologies, and theoretical models. For example, a series of 
studies (Bradley, Conklin, & Westen, 2005; Conklin, et al., 2006; Westen & Shedler, 1999a, 
1999b) that utilized a measure requiring clinicians to provide psychological descriptions of 
patients claim to have identified replicable subtypes of borderline personality disorder within 
clinical populations that meet axis II requirements for personality disorder. In the first of this 
series of studies, Westen and Shedler (1999b) used  “Q” factor analysis – a procedure similar to 
factor analysis except that it creates groupings of similar people, not variables -  to explore an 
empirically grounded approach to personality disorder classification. They found that most 
patients who were diagnosed as borderline tended to fall into either the dysphoric (particularly 
the emotionally dysregulated subfactor) or histrionic Q factors, suggesting the possibility of 
subtypes.  As the sample used by Westen and Shedler (1999b) was not limited to BPD but rather 
included all Axis II personality pathology, and that many others also loaded on the dysphoric and 
histrionic Q factors, the suggested BPD subtypes may not be unique to that diagnostic group. 
Westen and Shedler’s (1999) dysphoric/emotionally dysregulated group was 
characterized by emotions that spiral out of control, a tendency to become irrational in the face of 
strong emotions, the presence of suicidal and self-harming behaviour, and an inability to self-
soothe. The histrionic subtype described patients who tend to express emotions in an exaggerated 
or theatrical way, become quickly attached to others, act impulsively, and become involved in 
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intense sexual relationships. The histrionic group provides some empirical validation to Millon et 
al.’s (2000) ‘impulsive’ and Layden et al.’s (1993) borderline-histrionic/narcissistic personality 
subtypes, however the dysphoric group identified by Westen and Shedler (1999) has not been 
previously discussed by theorists. 
Two subsequent studies using the same clinician rated measure and “Q” factor analysis 
have produced similar results, finding histrionic and dysregulated subtypes of BPD within both 
adolescent and adult populations. Amongst female adolescents, four coherent, criterion validated 
subtypes were identified, namely, high-functioning internalizing, histrionic, depressive 
internalizing, and angry externalizing (Bradley, et al., 2005). These findings suggest that how 
events are attributed (internalized/externalized) and coped with are constructs that play an 
important role in separating groups of individuals with BPD. As such, future studies should 
include measures of such constructs when investigating the presence of subtypes within the 
disorder. 
Although these subtypes appear to have been replicated in an adult sample (Zittel, 2004) 
as depressive-dysregulated, rageful-dysregulated, and histrionic-impulsive, there are several 
limitations with these findings. First, whilst BPD can be reliably identified in adolescents, its 
temporal stability is less clear (Miller, Muehlenkamp, & Jacobson, 2008). For example, Chanen 
et al. (2004) found a moderate stability of Cluster B symptoms amongst adolescents, however the 
categorical stability of meeting criteria for BPD at both baseline and follow-up was low. Miller et 
al.’s (2008) review of the reliability of BPD within adolescent populations concluded that for “a 
small, but clinically, significant portion of adolescents, BPD symptoms persist into adulthood” 
(p. 976). Taking this into account, it is unclear how stable the identifiable subtypes within this 
sample is are.  However, it should be noted that recent findings suggest that BPD is not 
particularly stable in adult samples either (Miller et al., 2008). Second, in Weston and Shedler’s 
(1999) research, 92.7% of borderline patients were female, and in Bradley et al.’s (2005) only the 
female sample had sufficient size to be examined for subtypes therefore the present subtypes may 
only be applicable to female samples of BPD. Whilst the gender proportions may mean the 
results are not generalisable to males with BPD, their attempts to subtype remain meaningful 
given that the disorder is predominately diagnosed in females (American Psychiatric Association, 
2000). Third, these studies relied on ratings from a single clinician per case, which raises 
questions of possible biases in clinical judgment.  
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Although the researchers did not identify any systematic biases within clinicians’ 
responses (Westen & Shedler, 1999b), several factors may have affected the clinicians’ ratings. It 
is possible that clincians’ therapeutic orientation may have impacted their reporting or selection 
of patients, as nearly half were of psychodynamic orientation (Westen & Shedler, 1999b). 
Further, the fact that only 31% of respondents worked at least part time in a hospital setting 
(Westen & Shedler, 1999b) may have affected the clinician’s selection of cases. For example, the 
majority of clinicians in the study are likely to have been treating relatively higher functioning 
BPD in the community rather than treating those who require inpatient hospitalization. As a 
consequence, the sample may reflect only a portion of the borderline population thus limiting the 
generalisability of the results. This is of particular importance given that the findings of Bohus et 
al. (2004) showed a bimodal distribution of treatment responsiveness amongst those with BPD 
and severe dysfunction. These results suggest that the need to use subtypes to understand the 
heterogeneity of the disorder may be greatest amongst those with severe dysfunction. As such, 
research into subtypes of BPD needs to ensure it includes such participants. 
 Despite the limitations of the previously mentioned studies, research by Whewell, Ryman, 
Bonanno, and Heather (2000) suggests similar subtypes of BPD to those previously discussed. 
Four subtypes are proposed, namely, a calm-internalizing type, a mood-externalizing type, a 
combined type, and an undifferentiated type (Whewell, et al., 2000). The combined type bears 
resemblance to theorized avoidant/dependant (Layden, et al., 1993) and discouraged (Millon, et 
al., 1996) subtypes that have previously been proposed.  
However, the statistical methodology employed by Whewell et al. (2000) limits their 
findings. They initially used factor analytic techniques to identify common factors amongst their 
sample variables and then a frequency analysis to see how many participants scored positively for 
each factor. This technique does not give an indication of how similar participants in each 
subtype are to each other and how dissimilar they are from participants in other subtypes. Further, 
neither Whewell et al. (2000) nor many others investigating the presence of subtypes of BPD 
examined the stability of the subtypes they suggest. This is important to note as the subtypes 
identified by these studies may be a reflection of transient presentations of the participants, rather 
than reflecting stable, discrete, meaningful groups. 
 Other studies have approached subtyping BPD using variables reflecting etiological 
theories of BPD (Hoerman, et al., 2005; Liehener, et al., 2003). For example, using a cluster 
analysis, three subtypes of BPD were found within measures of effortful control (Hoerman, et al., 
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2005). Effortful control is “related to a specific executive-attentional network…and allows 
individuals to deal with conflict amongst stimulus dimensions” (Hoerman et al., 2005, p. 83). 
Differences between the subtypes identified reflected degrees of functioning, however, results 
were limited by the small sample size and self-report measures. Again, the stability of these 
subtypes was not examined. 
 In an attempt to examine BPD in the context of interpersonal theory, Liehener et al. 
(2003) found patterned differences of interpersonal behaviours amongst those in their sample 
using cluster analysis. More specifically, Liehener et al. identified two distinct subtypes of 
borderline personality disorder and likened them to Linehan’s (1993) ‘butterfly’ and ‘attached’ 
subtypes (Liehener, et al., 2003). The ‘dependent’ and ‘autonomous’ subtypes identified by this 
study were both found to have stable scores on measures of interpersonal difficulties after a four 
month longitudinal assessment, suggesting that the scores reflect trait, rather than state, patterns 
of interpersonal behaviour (Liehener, et al., 2003). No significant differences were found 
between these groups on measures of severity such as hospital stays and number of suicide 
attempts. The researchers argue that as their participants could be statistically separated using 
measures of interpersonal difficulty attending to these issues may improve psychotherapy process 
and outcome. 
Whilst Liehener et al. (2003) are one of the first research groups to make inferences 
regarding the stability of their identified subtypes, this conclusion has limited interpretability. For 
instance, neither the duration of treatment nor the proportion of participants who completed the 
treatment at the 4-month assessment is reported. It is possible that the subtype stability inferred 
by Leinhener et al. is simply an artefact of consistently attending treatment or, conversely, a post-
treatment relapse. Further the study relied solely on self-reported information, a data source in 
which responses or actual symptoms can be minimized or exaggerated in order to conform with a 
socially desirable image (Beal & Eubanks, 2002; Hunt, Auriemma, & Cashaw, 2003).  
Though Liehener et al.’s (2003) results are limited, attempts to replicate their findings 
have found two clusters that resemble Liehener et al.’s “autonomous” and “dependent” subtypes 
within an undergraduate sample who had high borderline characteristics (K. Ryan & Shean, 
2007). Whilst Ryan and Shean (2007) administered the same psychometrics and used similar 
cluster analytic techniques as Leihener et al. (2003), only interpersonal behaviours and problems 
were examined in their attempts to investigate the presence of subtypes. As a result, the subtypes 
identified in the study fail to reflect the additional difficulties that characterize BPD. 
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Lezenweger, Clarkin, Yeomans, Kernberg, and Levy (2008) also integrated theory into 
statistical analyses when they investigated the presence of  subtypes of BPD within Kernberg’s 
(1984) model of borderline personality organization (BPO). The researchers used Kernberg’s 
model and two hypothesized subtypes based on level of BPO and aggressive affect to guide their 
finite mixture modelling interpretation. Lezenweger et al.(2008) identified three groups within 
their sample of patients diagnosed with BPD.  The first group was characterized by low levels of 
antisocial, paranoid, and aggressive features, the second by elevated paranoid features, and the 
third by elevated antisocial and aggressive features. These findings were strengthened by patterns 
of differences with external correlates that were consistent with the validity of their hypothesized 
grouping structure. Despite this, the clinical utility regarding how these groups may respond 
differently to treatment was not examined. Further, although their sample consisted of a broad 
cross-section of BPD patients, Lenzenweger et al. (2008) note that their results may not be the 
only viable taxonomy for BPD.  
 The convergent evidence from these studies indicates that there is some overlap in the 
features that some of the emerging subtypes exhibit. However, due to different sampling 
techniques and statistical and theoretical models, it is difficult to meaningfully compare these 
results. Again, few of the studies have examined the stability of their identified subtypes and 
future research needs to closely examine this longitudinally in order to identify if the subtypes 
represent trait features as opposed to transitory states. 
In order to give subtypes within borderline personality disorder clinical relevance several 
steps need to be addressed by future research. First, there is a clear need to use multiple measures 
of psychopathology and functioning in the statistical techniques used to identify subtypes in order 
to assist in operationalising potential differences in functioning between subtypes. These should 
include measures of constructs found to have a heterogeneous distribution amongst participants 
with BPD (e.g., self-harm, dissociation, depression) as well as constructs representative of key 
theoretical concepts (e.g., attributions, affect dysregulation). Second, though some have 
hypothesized how different subtypes of BPD may respond differently to treatment (Hurt, et al., 
1992; Linehan, 1993a; Oldham, 2006; Whewell, et al., 2000), this needs to be examined 
empirically. Third, a range of samples should be used. For example, given the heterogeneity of 
treatment responsiveness amongst those with BPD who are severely dysfunctional this cohort 
deserves further attention. Additionally, broad samples of those with BPD need to be examined, 
including, where possible, proportionate numbers of males and females, as well as a sample 
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drawn from both hospital and private practice in order capture a range of participants’ 
functioning at different levels. Fourth, assuming that understanding BPD in terms of subtypes 
adds clinical utility, studies need to examine predictors of subtype membership to assist 
practitioners to identify which subtype a patient belongs to upon admission rather than 
retrospectively classifying individuals. 
 
2.6 Conclusion  
 It is evident from the available research that borderline personality disorder presents a 
complex set of features that differ substantially both between and within those with the diagnosis. 
As this disorder often places individuals at high risk of impulsive, suicidal, or self-harming 
behaviours, and leads to high service utilization, it is critical that the variations within the 
diagnosis be given further attention. Research has shown evidence that the differences within a 
BPD population can be patterned (Conklin, et al., 2006). Whilst this has led to the investigation 
of the presence of subtypes within BPD sample, such studies have not yet operationalised their 
identified subtypes in a consistent way that illustrates their practical and clinical significance. 
 Future research needs to investigate the presence of meaningful subgroups of borderline 
personality disorder to increase diagnostic specificity within this population. Such groups need to 
be investigated in the context of a theoretical model through which to integrate their 
understanding. The practical significance of these groups needs to be examined in terms of just 
how different they are from each other and how stable they are over time. Similarly, differences 
in treatment responsiveness between subtypes should be evaluated in order to justify the necessity 
of further research in this area and how to best help those with the disorder. 
The following series of studies sought to address these research needs within a sample of 
participants with BPD who took part in a residential treatment program. Chapter Four 
investigated whether subtypes of BPD could be identified within this sample using a cognitive 
model of personality disorders. Chapter Five examined and compared the identified subgroups of 
BPD’s response to the residential treatment program. Further, the clinical significance of changes 
between admission to and discharge from the program were examined in Chapter Six and 
predictors of these changes investigated in Chapter Seven. As most of the studies addressing 
these research questions used similar psychometric instruments and focused on various aspects of 
the residential treatment program an overview of the participants, materials, and procedures is 
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presented in the following Chapter. More detailed aspects of the methodology are presented 
within the Method section of each Chapter as required. 
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- Chapter Three - 
General Method 
 
In this chapter, the general methodology relating to the series of exploratory and 
experimental studies is provided. Methodology specific to particular studies is presented within 
the Method section of each Chapter. 
 
3.1 Participants  
The current sample consisted of data from a total of 77 participants from Spectrum – The 
Personality Disorder Service for Victoria’s intensive therapy program for severe or borderline 
personality disorder. The program began in 1999 and provides intensive therapy for 12 clients at 
a time within a community residential setting, over an approximately six month admission period.  
Participants in the Spectrum program were recruited from area mental health services in 
the state of Victoria.  The recruitment process began in the first instance via contact with staff in 
Spectrum’s Consultation Team.  If the client was considered likely to benefit from the program 
and expressed an interest in attending, a referral was made to the project team. Participants were 
included into the program on the following criteria: they were aged between 16 – 65, had a 
diagnosis of severe or borderline personality disorder, were fluent in English, had a history of 
current self-harm indicating a risk of death or serious injury, a history of unsuccessful treatment 
attempts, and were a client of an Adult Area Mental Health Service with an identified case 
manager. Participants were excluded from the program if they had a current and primary 
psychotic disorder, current and primary substance abuse disorder, intellectual disability, acquired 
brain injury, or a history of serious offending, including violence to others. 
For the purposes of the current series of studies, only those participants who had a ‘key 
diagnosis’ of borderline personality disorder, as identified by the Structured Clinical Interview 
for DSM-IV Axis II Disorders  (SCID-II; First, Gibbon, Spitzer, & Williams, 1997), were 
included (n = 61). The number of BPD diagnostic criteria met by participants indicated 
heterogeneity amongst the current sample (M = 8.07, SD = 1.05). 
 The majority of these participants were female (n = 60) and ranged in age from 19 to 53 
(M = 33.41, SD = 8.20). Ten participants from the program were excluded for the purposes of the 
current study as their key DSM-IV Axis II diagnosis was Avoidant Personality Disorder and five 
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were excluded as their key DSM-IV Axis II diagnosis was Depressive Personality Disorder. The 
majority of the participants (96.7%) in the selected sample had more than one PD diagnosis (M =  
4.36, SD = 1.61). Consistent with epidemiological findings, most participants presented with 
multiple current comorbid Axis I diagnoses (M = 2.93, SD = 1.31). The most commonly 
diagnosed current Axis I disorders within the sample were mood disorders (90.2%), anxiety 
disorders (83.6%); PTSD (77%), eating disorders (27.9%), and substance use disorders (24.6%). 
Further, many participants presented with past histories of mental health difficulties; taken 
together, the current sample had a high number of lifetime Axis I diagnoses (M = 3.45, SD = 
1.42).  
 The majority of the sample was single or never married (55.7%), followed by married 
(16.4%), divorced (13.1%), separated (8.2%), in a defacto relationship (4.9%), and widowed 
(1.6%).  Most of the sample participants were currently unemployed (83.6%), some held part-
time employment (11.5%), and the remainder were involved in home duties (4.9%). 
 
3.2 Measures 
A battery of psychometric instruments was selected and administered by Spectrum staff in 
order to measure initial diagnosis, co-morbidity and symptomatology; change over the course of 
the therapy program, and differences in pre-treatment to post treatment change. From this battery 
the following measures were selected for use in order to enhance the identification of possible 
subtypes within the sample. These particular measures were selected primarily based upon a 
cognitive model of personality disorders that sees the main source of dysfunctional affect and 
conduct in adults as being related to an attributional bias (Beck, et al., 2004). Further, these 
instruments measure constructs that have been demonstrated to have a heterogeneous distribution 
within samples of those with BPD. In addition to the measures described below, demographic 
information was collated using a questionnaire devised by Spectrum. Items included referred to 
age, ethnicity, current relationship status, highest level of education, and current occupational 
status (refer to Appendix A). 
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Structured Clinical Interview for DSM-IV Axis I (SCID-I: First, Spitzer, Gibbon, & 
Williams, 1997), Structured Clinical Interview for DSM-IV Axis II (SCID-II: First, Gibbon, et al., 
1997).  
Both structured interviews were used to derive diagnoses for DSM-IV axis I and axis II 
disorders. The research interviewer was trained using training videos and joint interview sessions 
to informally check inter-rate reliability. Previous studies have found both instruments to have 
adequate interrater and internal consistency reliability (Maffei, et al., 1997; Zanarini, Skodol, et 
al., 2000), with kappa values for reliability ranging from .57-1.0 for the SCID-I (Zanarini, 
Skodol, et al., 2000) and .65-.98 for the SCID-II (Maffei, et al., 1997). Further, the SCIDs are an 
internationally recognized gold-standard (Shear, et al., 2000) for ensuring diagnostic clarity, 
having been used for this purpose in many clinical studies. 
 
Internal, Personal, and Situational Attributions Questionnaire (IPSAQ: Kinderman & 
Bentall, 1996). 
This measure was used to measure participants’ causal locus for both positive and 
negative events (refer to Appendix B). It was included as attributional biases are a major 
component of cognitive models of personality disorders (Beck, et al., 2004). Scores indicate 
whether subjects attribute the cause for both positive and negative events as being internal 
(something to with the respondent), personal (something to do with another person or persons), or 
situational (something to do with circumstances or chance) (Kinderman & Bentall, 1996). Two 
composite scores can also be calculated from the questionnaire, indicating an externalizing bias 
and a personalizing bias. The measure has been shown to have good convergent validity with 
other measures of attributional style and acceptable reliability for all subscale and composite 
scores; Cronbach’s alpha ranging from .61 to .76 (Kinderman & Bentall, 1996). 
 
Beck Depression Inventory (BDI-II: Beck, Steer, & Brown, 1996). 
This questionnaire was used to assess participants’ depressive symptoms (refer to 
Appendix C). It was selected from the wider battery of assessment instruments administered to 
the sample due to its theoretical and empirical relationship with the other measures of interest. 
For example, a positive relationship has been established between depression and negative 
attributional styles (Clark, 2001). In particular, depressed patients were found to make more 
internal causal attributions for negative events than paranoid or non-patient participants 
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(Kinderman & Bentall, 1997). Further, a heterogeneous distribution of BDI scores has been 
identified between subjects with BPD and subjects with BPD and a history of sexual abuse (Rose, 
et al., 1994). Consistently, two factors - cognitive-affective, and a non-cognitive - have been 
found to underlie the scale’s structure (Beck, Steer, & Brown, 1996; Groth-Marnat, 2003). Strong 
evidence has been provided for its internal consistency, test-retest reliability and concurrent 
validity (Groth-Marnat, 2003). For example, the BDI-II had been shown to have a test-restest 
reliability coefficient of .97 over a one-week interval, and to have been positively correlated with 
the Hamilton Depression Rating Scale (Beck, Steer, Ball, & Ranieri, 1996; Beck, Steer, & 
Brown, 1996). 
 
Revised Ways of Coping Checklist (WCCL: Vitaliano, Russo, Carr, Maiuro, & Becker, 
1985). 
Consistent with cognitive theory, this measure was used to assess how participants cope 
with events that have been appraised as potentially damaging to their psychological well-being 
(refer to Appendix D). Once events have been appraised as harmful, the degree of dangerousness 
is decided and an appropriate coping strategy is selected (Vitaliano, et al., 1985). Participants 
were asked to identify a major stressor and described the thoughts/behaviours that they used to 
deal with the problem. The strategies that are represented by the subscales are: problem-focused, 
seeking social support, blaming self, wishful thinking, and avoidance. Alpha coefficients for a 
psychiatric outpatient sample ranged from .76-.88 for subscale scores, indicating strong reliability 
(Vitaliano, et al., 1985). Evidence for concurrent validity has also been found (Vitaliano, et al., 
1985). 
As factor analyses of coping styles derived from the Ways of Coping Checklist tend to 
produce different factors when used with different samples (Gencoz, Gencoz, & Bozo, 2006; 
Skinner, Edge, Altman, & Sherwood, 2003) the current study sought to minimize this by 
collapsing the blamed self, wishful thinking, and avoidance into an emotion-focused coping 
variable. Seeking social support was not collapsed into this variable as it is thought that it 
encompasses elements of both problem- and emotion-focused coping (Folkman & Lazarus, 1985; 
Gencoz, et al., 2006). In order to eliminate bias resulting from differences in the number of items 
on each scale, raw scores for each scale were divided by its respective number of items 
(Vitaliano, Maiuro, Russo, & Becker, 1987). 
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Dissociative Experiences Scale (DES: Bernstein & Putnam, 1986). 
This scale was used to gain insight into the disturbed cognition that often characterizes 
borderline personality disorder (refer to Appendix E). The scale is a self-report measure with 
scores that yielded a quantification of the participants’ dissociative experiences. The scale has 
been shown to have good split-half and test-retest reliability, with values ranging from .83-.93 
and .79-.96 respectively (Carlson & Putnam, 1993). Additionally it has been shown to have good 
criterion, construct, and discriminant validity (Bernstein & Putnam, 1986; Carlson & Putnam, 
1993). For example, participants with Posttraumatic Stress Disorder, Dissociative Disorder Not 
Otherwise Specified, and Dissociative Identity Disorder (formerly Multiple Personality Disorder) 
have been found to score very high on the scale, see Carlson and Putnam (1993) for a summary 
of these findings. 
. 
Parasuicide History Interview (PHI: Linehan, Wagner, & Cox, 1989). 
This interview was used to gauge the frequency and medical severity of participants’ 
episodes of self-harm (single act or cluster of acts), suicide attempts during the previous 6 months 
(refer to Appendix F).  “An episode on the PHI can be either an individual parasuicide act or a 
cluster of acts, where a cluster consists of acts that occur too repetitively or close in time to be 
distinguished from each other in any way other than by count. The absolute number of 
parasuicide acts scored by the PHI is estimated by adding the acts within each cluster to the 
number of single acts” (Linehan et al., 1991, p. 1061). The absolute number of participants’ 
parasuicide acts was used in the analyses in the following series of studies. Additionally, this 
instrument was adapted by Spectrum with the authors’ permission primarily to enhance the 
clinical utility by decreasing its length. The PHI has been shown to have good to excellent 
interrater reliability (Linehan, et al., 1991). For example, when PHI ratings were checked against 
therapist records a 76% agreement on number of parasuicide acts, and r = .94 between PHI and 
physician/nurse ratings of method lethality were found (Linehan, et al., 1991). 
 
Affective Control Scale (ACS: Williams, Chambless, & Ahrens, 1997). 
This scale was used to assess participants’ perception that they cannot control their 
emotions or their behavioural reactions to them (refer to Appendix G). It was selected from the 
wider assessment battery in order to reflect the cognitive processes associated with the emotional 
dysregulation common to those with BPD. Subscales reflect a fear of losing control over anger, 
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positive emotion, depressed mood, and anxiety. Cronbach’s alpha for total score and subscales 
has been found to range from .72-.94 (Williams, et al., 1997). Convergent validity of the scale 
has been suggested by large correlations of the ACS with measures of perceived emotional 
control and correlations with fear of bodily sensations (Williams, et al., 1997). 
 
3.3 Procedure 
Following referral and inclusion into the program, participants completed an assessment 
battery of psychological measures, a selection of which is described above. The initial assessment 
(Time 1) took place within the first 2 weeks of the admission to Spectrum, occurring over 3-4 
sessions with a duration of 1.5 to 2 hours each.  During these sessions time was allowed for 
breaks, as required.  The assessment was undertaken by the Spectrum research assistant and by 
trained members of the staff attached to the program.  The research assistant was trained using 
training videos and joint interview sessions to informally check inter-rater reliability (Hulbert & 
Thomas, 2007). Participation in the assessment sessions was voluntary and dependent on the 
mental state of the client.  The outcome assessment (Time 2) was conducted within the last two 
weeks prior to the clients’ discharge from the program. Further information regarding the 
treatment program is provided in Chapter Five. Following approval from both the Eastern Health 
and RMIT University ethics committees (refer to Appendix H) data from the program was 
analysed. 
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- Chapter Four - 
Investigating the presence of subtypes of BPD within a 
residential treatment sample 
 
 As outlined in Chapter Two, attempts to increase understanding of the heterogeneity of 
BPD by investigating the presence of subtypes have utilized a range of different methodologies. 
Lenzenweger et al. (2008) suggested that coupling an explicit theoretical model with a statistical 
approach, and using variables other than diagnostic criteria would advance classification efforts. 
The following study adopted this methodology, coupling cognitive theory of personality 
disorders with cluster analytic techniques to identify possible subtypes of BPD using the battery 
of psychometric questionnaires described in Chapter Three. 
 
4.1 Dichotomous thinking and attributions in BPD 
Beck et al. (2004) posit that dysfunctional beliefs and attributional biases underlie the 
structure of personality disorders. These dysfunctional beliefs are proposed to have originated “as 
the result of the interaction between the individual’s genetic predisposition and exposure to 
undesirable influences from other people and specific traumatic events” (Beck, et al., 2004, p. 
18). 
Within Beck et al.’s (2004) formulation of borderline personality disorder, several 
assumptions and cognitive characteristics are believed to play a major role in the maintenance of 
the disorder, including dichotomous thinking. Dichotomous thinking refers to evaluating 
experiences in terms of mutually exclusive categories and can be a unidimensional or 
multidimensional process (Veen & Arntz, 2000). It is thought that dichotomous thinking 
contributes to the extreme shifts in affect and decisions that characterize BPD (Beck, et al., 
2004). 
 However, the limited empirical research into the process of dichotomous thinking in BPD 
provides mixed results. For example, examining responses to film clips of interpersonal 
situations, Napolitano (2004) found that those with BPD exhibited significantly more 
dichotomous thinking than those with no personality disorder although no significant difference 
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was found between BPD and other personality disorders. Using a similar methodology, Veen and 
Arntz (2000) found that those with BPD made more extreme evaluations compared to other 
groups for film clips that were specifically emotional for BPD. Further, their results suggest that 
BPD’s extreme evaluations were the result of multidimensional, rather than unidimensional 
thinking; indicating an ability to make evaluations with different valences on the positive-
negative dimension. Whilst these results add to a richer understanding of dichotomous thinking in 
BPD they are limited by the small sample size and the use of only negative or neutral film clips. 
 The dichotomous nature of the thinking of those with BPD is thought to be driven by a 
need for certainty and idealized understanding and has been theorized to result in sets of 
polarized attributions that interact to form “multiple, discrete self-structures or states of being” 
(Gregory, 2007).  Gregory (2007) describes four common ‘states’ of BPD, with each state of 
being “characterized by a predominant motivation for either dependency or autonomy and 
assignment of polarized attributions of value and agency to self and others” (p. 137). These states 
are similar to those theorized by Linehan (1993a), Layden et al. (1993) , and identified by 
Liehener et al. (2003). For example, the ‘guilty perpetrator’ state is characterized by two 
polarized attributions – “other is good/self is bad.” Conversely, the ‘angry victim’ state is 
delineated by “self is good/other is bad” attributions (Gregory, 2007). Whilst these patterns of 
attributions have both implications for theory and treatment, they are yet to be validated 
empirically. 
4.2 The function of attributions 
 Research into the role of attributions further suggests the role these patterns of attributions 
may serve and their associated features. For example, Snyder and Higgins (1988) propose that 
when a person’s actions or behaviour fall below established standards and result in a negative 
outcome that the person perceives to be important, their ego is affected. To the extent that their 
ego is affected, these negative outcomes elicit excuses, the function of which is to move the locus 
of causality for the negative outcome from “sources that are relatively more central to the 
person’s sense of self to sources that are relatively less central, thereby resulting in perceived 
benefits to the person’s image and sense of control” (Snyder & Higgins, 1988, p. 23).  
 Excuses often involve relative shifts rather than absolute shifts from ‘internal’ to 
‘external’ loci of control and are associated with higher self-esteem, increased positive effect, less 
anxiety, and a variety of health and performance advantages (see Snyder &Higgins, 1988, for an 
overview). The attributional processes involved in excuses may be complimented by a ‘self-
31 
 
serving attributional bias’ – a well established phenomena in which not only are negative 
outcomes attributed to external causes but positive outcomes are attributed to one’s own actions 
(Kinderman & Bentall, 2000). Conversely, Synder and Higgins (1988) propose that making 
internal attributions for negative outcomes leads to a diminished self-image and sense of control. 
This proposition is supported by a meta-analysis which found that internal, stable, global 
attributions for negative events and external, unstable, specific attributions for positive events 
were both significantly associated with depression (Sweeney, Anderson, & Bailey, 1986). The 
function of these attributional processes, and their associated psychological characteristics may 
underlie the polarized attributional states within BPD proposed by Gregory (2007). 
 Causal attributions have been linked to the use of coping strategies (Amirkhan, 1998; 
Mclean, Strongman, & Neha, 2007; Rim, 1990; Roesch & Weiner, 2001) as it is thought that by 
making these attributions, persons are able to “better predict and understand their environment 
and promotes effective coping” (Mclean, et al., 2007, p. 86). More specifically, internal 
attributions for failure have been shown to be significantly related to ‘blaming self’ as a coping 
strategy (Mclean, et al., 2007). Further, internal, unstable, and controllable attributions have been 
found to be indirectly associated with positive psychological adjustment through the use of 
Approach and Emotion-Focused coping (Roesch & Weiner, 2001) and to have produced active 
efforts to resolve the problem or rally social supports (Amirkhan, 1998). Conversely, failures 
attributed to external, stable, and uncontrollable forces have been shown to produce avoidant and 
escapist responses (Amirkhan, 1998). Though the convergent evidence is mixed, attributional 
processes are often associated with particular ways of coping.  
 Whilst the majority of attributional research has focused on the bipolar internal-external 
dimensions, Kinderman and Bentall (2000) propose that it is necessary to distinguish between 
two types of external attributions – personal and situational. These researchers found that 
attributing negative events to circumstances or chance (situational) led to no changes in self-
actual:self-ideal discrepancies, or discrepancies between self-perceptions and the believed view 
of others about the self (self-actual:other-actual). However, attributing the causes of these events 
to the actions or omissions of identifiable others (personal) did not affect self-actual:self-ideal but 
increased self-actual:other-actual discrepancies. Further, internal attributions for negative events 
led to both increased self-actual:self-ideal and self-actual:self-other discrepancies. These findings 
highlight the importance of examining both personal and situational external attributions, as well 
as internal attributions. 
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 Whilst the significance of attributional styles to understanding psychological functioning 
is evident from the convergent evidence, these findings are limited in several ways. First, there is 
a paucity of empirical studies examining the relationship of attributions within a BPD population. 
Second, many studies have not examined the differences between personal and situational 
external attributions. Third, the variety of different measures used in these studies makes it 
difficult to directly compare results across samples. 
 
4.3 Exploring attributional patterns within BPD 
 Given the theoretical importance of attributions in characterizing BPD and the belief that 
attributional style is of central importance in a range of psychological disorders (Buchanan & 
Seligman, 1995), utilizing a measure of attributions with this population would allow further 
examination of their attributional processes and whether distinct patterns emerge. The present 
study was exploratory in nature and aimed to examine the heterogeneity of borderline personality 
disorder by investigating whether subtypes, characterized by distinct attributional patterns, could 
be identified within this diagnostic group using a range of psychometric assessments. In order to 
maximize the interpretation and validity of potential patterns of attributions, this examination 
included concurrent measurements of variables that have been shown to have a heterogeneous 
distribution within a BPD sample or were considered theoretically important. 
In order to address the research question, the current study examined data collected at the 
commencement of treatment of a residential treatment program for borderline and severe 
personality disorders described in the previous chapter. Although the study is exploratory, several 
hypotheses were developed from those studies previously described. The first hypothesis 
proposed that at least two groups characterized by polarized attributional patterns similar to 
Gregory’s (2007) “other is good/self is bad,” “self is good/other is bad” states would be identified 
within the sample. Expanding upon research relating to attributional styles, the second hypothesis 
proposed that a group defined by internal attributions for positive events and external attributions 
for negative events would be likely to have relatively lower scores on measures of depression 
compared to a group defined by external attributions for positive events and internal attributions 
for negative events. Finally, the third hypothesis predicted that patterns of polarized attributions 
would be associated with distinct ways of coping with stressful events. 
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4.4 Method 
4.4.1 Participants  
For the purposes of the current study, only those participants who had a ‘key diagnosis’ of 
borderline personality disorder, as identified by the SCID-II, were included (n = 61). 
 
4.4.2 Measures 
Responses from a battery of self-report inventories that assessed a range of current 
psychological functioning comprised the basis of the results for this study. These inventories 
included the Internal, Personal, and Situational Attributions Questionnaire (IPSAQ: Kinderman 
& Bentall, 1996), the Beck Depression Inventory-II (BDI-II: Beck, Steer, & Brown, 1996), the 
Revised Ways of Coping Checklist (WCCL: Vitaliano, et al., 1985), the Dissociative Experiences 
Scale (DES: Bernstein & Putnam, 1986), a service-specific adaptation of the Parasuicide History 
Interview (PHI: Linehan, et al., 1989), and the Affective Control Scale (ACS: Williams, et al., 
1997). Further detail regarding these measures is found in the General Method chapter. 
 
4.5 Results 
Raw data were entered into SPSS Version 15.0. The data were then screened for errors or 
invalid entries. Descriptive statistics for the key pre-intervention assessments are presented in 
Table 1. Preliminary analyses revealed the presence of outliers and the failure of variables to 
meet parametric assumptions. Therefore, adopting a methodology similar to Linehan et al. 
(1991), the Mann-Whitney U test was utilized to compare groups, except where noted. Further, as 
they are based on ranks, not only do nonparametric methods successfully control Type I error 
probabilities in the presence of outliers but also their power is less affected than the Student’s t-
test (Zimmerman, 1994). 
Inspection of the range, means, and standard deviations of the scores in Table 4.1 
indicates the considerable heterogeneity was present in this sample. Of particular note, there was 
a particularly positively skewed distribution relating to the frequency of self-harm acts. 
 
4.5.1 Cluster analysis  
 In order to investigate the presence of possible subtypes within the present sample, two-
step cluster analysis was utilized. Cluster analyses are a group of multivariate techniques 
designed to classify participants based on the characteristics that they possess (Hair & Black, 
2000). These analyses use algorithms to cluster participants so that each participant within a 
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cluster is similar to each other, often in respect to predetermined criteria. As a result, the clusters 
should then “exhibit high internal homogeneity and high external heterogeneity” (Hair & Black, 
2000, p. 147). 
 
Table 4.1  
Descriptive statistics from pre-intervention assessments 
Measure  Min Max M (SD) 
WCCL - Problem-focused 0.00 2.13 1.22 (0.49) 
 Seeks Social Support 0.00 2.83 1.69 (0.61) 
 Blamed Self 0.00 3.00 2.50 (0.59) 
 Wishful Thinking 0.75 3.00 2.23 (0.57) 
 Avoidance 0.90 2.90 2.15 (0.49) 
 Emotion-focused 0.76 2.86 2.23 (0.43) 
     
IPSAQ - Internal positive 2.00 16.00 7.56 (3.56) 
 Personal positive 0.00 13.00 4.87 (3.20) 
 Situational positive 0.00 9.00 3.57 (2.24) 
 Internal negative 0.00 16.00 9.61 (4.41) 
 Personal negative 0.00 14.00 4.00 (3.42) 
 Situational negative 0.00 10.00 2.39 (2.52) 
     
ACS - Anger 2.88 6.90 5.21 (0.90) 
 Positive 2.85 6.23 4.40 (0.82) 
 Depression 3.13 7.00 5.77 (0.90) 
 Anxiety 3.38 6.85 5.21 (0.82) 
     
Adapted PHI - Self-harm acts 0.00 640 54.39 (124.51) 
 Suicide attempts 0.00 23 2.15 (3.68) 
     
DES  7.86 71.38 32.83 (15.90) 
BDI  18.00 55.00 37.02 (9.39) 
Note: WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational Attributions 
Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; DES = 
Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
 
This set of techniques is used for exploratory rather than hypothesis testing procedures 
and is commonly used to identify clusters within disorders. As such, cluster analyses were used in 
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this study to examine whether statistically reliable and theoretically, and clinically interpretable 
sub-groups of participants could be found within the current data set.  
 Two-step cluster analysis (Norusis, 2005) is a more recent clustering technique and was 
chosen for use in this study for several reasons. First, it is a technique that is designed to 
accommodate either continuous or categorical data, offering the current researchers more the 
ability to examine a more extensive range of the current variables. Second, the technique gives 
flexibility in that it is able to produce solutions for varying amounts of clusters, allowing the 
algorithm to automatically generate the clusters or the researcher to calculate the number of 
clusters. Third, it is thought to behave reasonably well when assumptions of normality are not 
met (Norusis, 2005). 
 
4.5.2 Results of Cluster Analysis using Pre-Intervention variables 
The following continuous variables were entered into the two-step cluster analysis 
procedure in SPSS 15.0: 
1. Internal responses to positive events (IPSAQ) 
  2. Personal responses to positive events (IPSAQ) 
  3. Situational responses to positive events (IPSAQ) 
  4. Internal responses to negative events (IPSAQ) 
  5. Personal responses to negative events (IPSAQ) 
  6. Situational responses to negative events (IPSAQ) 
  7. Dissociative experiences (DES) 
  8. Beck Depression scores (BDI-II) 
  9. Problem-focused Coping (WCCL) 
  10. Seeks Social Support (WCCL) 
  11. Emotion-focused Coping (WCCL)  
  12. Anger subscale (ACS) 
  13. Positive subscale (ACS) 
  14. Depression subscale (ACS) 
  15. Anxiety subscale (ACS) 
  16. Self-harm acts (Adapted PHI) 
            17. Suicide attempts (Adapted PHI) 
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All the variables included in the cluster analysis were considered a priori to be 
theoretically important in defining different sub-groups of BPD. The final cluster solution was 
found using the log-likelihood distance measurement, a clustering criterion based on Akaike’s 
Information Criterion (AIC=746.01), and automatic determination of the number of clusters. 
Variable importance plots were also produced in order to help identify which variables were most 
important for the determination of each cluster. 
Two clusters emerged in the final solution, with 100% of participants successfully 
incorporated into a cluster. There were 40 people in cluster 1 and 21 in cluster 2. Descriptive 
statistics for the continuous variables for each cluster are shown in Table 2 along with the results 
of Mann-Whitney U test comparing the medians of each cluster on each continuous variable. To 
protect against Type 1 errors, a Bonferroni adjustment was applied and an adjusted alpha of .003 
was utilized. Following the recommendations of Newcombe (2006), an effect size measure, θ, 
was utilized as it does not embody parametric assumptions. Newcombe proposed that θ is 
estimated by  = U/mn where U represents the Mann-Whitney statistic divided by the product of 
the two sample sizes. “It can be regarded as expressing the degree of overlap (or, conversely, 
separation) between the values constituting the two samples…[with a] range from 0 to 1, with 
values of 0 and 1 indicating no overlap. On the null that X and Y [independent random variables] 
are identically distributed, θ = 0.5, but the converse does not hold” (Newcombe, 2006, pp. 544-
545).  
From the results in Table 4.2 it was observed that the clusters were significantly 
different in relation to their dissociative experiences, use of problem-focused coping, fear of 
losing control of depressed or anxious moods, and their causal attributions for negative events. 
Variable importance plots are produced by the two-step cluster analysis for aid in identifying the 
relative importance of individual variables in differentiating the clusters. Visual inspection of 
these plots revealed that the following variables showed statistically significant distinguishing 
properties after a Bonferroni adjustment had been applied: 
Cluster 1 (n = 40): Individuals in this cluster rated themselves as having more fear of 
losing control over depressed moods, were more likely to make internal attributions for negative 
events, and less likely to make personal or situational attributions for negative events. 
Cluster 2 (n = 21): Individuals in this cluster reported less dissociative experiences, were 
more likely to use problem-focused coping, and experienced less fear of losing control over 
depressed moods and anxiety. Further, they were less likely to make personal attributions for 
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positive events and internal attributions for negative events, but were more likely to use personal 
or situational attributions for negative events. This cluster was also differentiated by less self-
harm acts and suicide attempts.  
 
Table 4.2  
Descriptive Statistics for Continuous Variables by Cluster at Pre-Intervention 
 Cluster   
 
1 (n = 40) 2 (n = 21)   
Clustering Variable Mdn (IQR) M (SD) Mdn (IQR) M (SD) Z 
 
Adapted PHI 
 - Self-harm acts  12.50 (36) 74.77 (149.83) 11.00 (17) 15.57 (17.91) -0.87 0.43 
 - Suicide attempts  1.50 (4.00) 2.73 (4.30) 0.00 (2.00) 1.05 (1.66) -1.79 0.37 
       
WCCL  
 - Problem-focused  1.07 (0.75) 1.08 (0.50) 1.53 (0.45) 1.48 (0.32) -3.09* 0.26 
 - Seek Social Support  1.67 (1.13) 1.63 (0.62) 1.83 (0.67) 1.82 (0.59) -1.20 0.41 
 - Emotion-focused  2.36 (0.56) 2.22 (0.49) 2.24 (0.38) 2.25 (0.31) -0.54 0.46 
       
ACS  
 - Anger  5.38 (1.24) 5.38 (0.88) 5.00 (1.25) 4.89 (0.86) -1.88 0.35 
 - Positive  4.35 (1.41) 4.44 (0.92) 4.39 (0.81) 4.33 (0.60) -0.47 0.46 
 - Depression  6.31 (1.22) 6.13 (0.73) 5.13 (1.00) 5.08 (0.81) -4.26* 0.17 
 - Anxiety  5.48 (1.35) 5.46 (0.80) 4.69 (0.83) 4.73 (0.62) -3.40* 0.23 
       
IPSAQ 
Positive events  
 - internal attributions 
6.00 (6.50) 6.98 (3.71) 9.00 (4.50) 8.67 (3.02) -1.95 0.35 
 - personal attributions 5.50 (4.75) 5.70 (3.35) 3.00 (3.50) 3.29 (2.19) -2.77 0.28 
 - situational attributions  3.00 (3.00) 3.33 (2.38) 4.00 (3.00) 4.05 (1.91) -1.43 0.39 
 Negative events  
 - internal attributions    12.00 (3.00) 12.08 (2.76) 5.00 (4.00) 4.90 (2.86) -5.88* 0.04 
 - personal attributions   2.00 (3.00) 2.68 (2.63) 7.00 (5.50) 6.52 (3.37) -4.33* 0.16 
 - situational attributions 1.00 (3.00) 1.25 (1.43) 5.00 (5.00) 4.57 (2.73) -4.61* 0.15 
       
BDI-II 39.00 (15.00) 39.32 (8.79) 33.00 (11) 32.62 (9.11) -2.69 0.29 
DES 37.86 (26.36) 37.79 (15.18) 17.86 (13.75) 23.38 (12.89) -3.73* 0.21 
Note.  * Cluster means significantly different, p≤.003; IQR = interquartile range; WCCL = Revised Ways of 
Coping Checklist; IPSAQ = Internal, Personal, and Situational Attributions Questionnaire; ACS = Affective Control 
Scale; Adapted PHI = Adapted Parasuicide History Interview; DES = Dissociative Experiences Scale; BDI = Beck 
Depression Inventory – II 
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4.5.2.1 Attributions  
Analysis of the effect size measures in Table 4.2 indicate that the values of variables 
relating to fear of losing control of depressed mood and attributions for negative events are quite 
separate between the clusters. Given this and the theoretical importance of attributions, the 
clusters’ attribution scores were compared to the normal control group of Morrison, Waller, and 
Lawson (2006) for their similar proportion of female participants. T-tests were utilized instead of 
the Mann-Whitney U for several reasons. First, the normative data did not include median scores 
and the data set was not available in order to calculate the Mann-Whitney U. Second, tests for 
violations of normality indicated that cluster 2’s IPSAQ scores were normally distributed, 
whereas the majority of clusters 1’s were not. However, the sample size of the cluster 1 was large 
enough to assume it was robust to these violations (Tabachnick & Fidell, 2001). A Bonferroni 
adjustment was applied and an adjusted alpha of .008 was adopted and Cohen’s d was utilized as 
the measure of effect size. 
 
Table 4.3 
Comparison of cluster 1 attribution means to normative sample. 
 
Cluster 1 
(n = 40) 
Normative sample 
(n = 26) 
  
IPSAQ M (SD) M (SD) 
t 
df = 39 d 
Positive Events 
 - Internal attributions  6.98 (3.71)
 
* 8.96 (2.44) -3.83 -0.60 (-1.10, -0.09) 
- Personal attributions 5.70 (3.35) * 3.58 (1.84) 4.00 0.74 (0.22, 1.24) 
 - Situational attributions  3.33 (2.38) 3.12 (2.82) 0.55 0.08 (-0.41, 0.57) 
  
   
Negative Events 
 - Internal attributions 12.08 (2.76)
 
* 5.23 (2.79) 15.69 2.47 (1.80, 3.09) 
 - Personal attributions  2.68 (2.63) * 6.23 (3.17) -8.57 -1.24 (-1.77, -0.69) 
 - Situational attributions  1.25 (1.43) * 4.50 (3.25) -14.40 -1.40 (-1.93, -0.84) 
Note.  * Cluster mean differs significantly from normative sample, p≤.008.  IPSAQ = Internal, Personal, and 
Situational Attributions Questionnaire 
 
From Table 4.3, it can be seen that compared to the normal control group, cluster 1 had 
significantly higher scores for internal attributions for negative events and personal attributions 
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for positive events with medium to large effect sizes observed. Further, cluster 1 had significantly 
lower scores for internal attributions for positive events, and personal and situational attributions 
for negative events than the normal controls, with medium to large effect sizes observed.  
 Additionally, cluster 1 participants had a clear preference for making internal attributions 
for negative events, rather than personal or situational. To further examine the first hypothesis, 
the attributional preferences for positive events of the participants in cluster 1 were examined. 
More specifically, cluster 1 scores for internal attributions for positive events were significantly 
higher than its scores for both personal, t (39) = 2.17, p =.04, d = 0.36 95%CI (-0.08, 0.80), and 
situational attributions for positive events, t (39) = 6.21, p < .001, d = 1.17 95%CI (0.69, 1.63) . 
Summarising these findings, cluster 1 was named ‘self-good/self-bad.’ 
 
Table 4.4 
Comparison of cluster 2 attribution means to normative sample. 
 Cluster 2 
(n = 21) 
Normative sample 
(n = 26) 
  
IPSAQ M (SD) M (SD) 
t 
df = 20 d 
Positive Events 
 - Internal attributions  8.67 (3.02) 
8.96 (2.44) -0.45 -0.11 (-0.68, 0.47) 
- Personal attributions 3.29 (2.19) 3.58 (1.84) -0.62 -0.14 (-0.72, 0.43) 
 - Situational attributions  4.05 (1.91) 3.12 (2.82) 2.23 0.38 (-0.21, 0.95) 
  
   
Negative Events 
 - Internal attributions 4.91 (2.86) 
5.23 (2.79) -0.52 -0.11 (-0.69, 0.46) 
 - Personal attributions  6.52 (3.37) 6.23 (3.17) 0.40 0.09 (-0.49, 0.66) 
 - Situational attributions  4.57 (2.73) 4.50 (3.25) 0.12 0.02 (-0.55, 0.60) 
Note.  * Cluster mean differs significantly from normative sample, p≤.008. IPSAQ = Internal, Personal, and 
Situational Attributions Questionnaire 
 
From Table 4.4 it is evident that cluster 2’s mean attribution scores did not significantly 
differ from the normal control group. Several further analyses were conducted in order to 
examine cluster 2’s pattern of attributions in relation to the study hypotheses. More specifically, 
cluster 2 scores for personal attributions for negative events were significantly higher than its 
scores for both internal, t (20) = 2.19, p =.04, d = 0.52 95%CI (-0.11, 1.12), and situational 
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attributions for negative events, t (20) = 2.66, p =.02, d = 0.64 95%CI (0.00, 1.24). Cluster 2’s 
attributional preference for positive events was also examined; scores for internal attributions for 
positive events were significantly higher than its scores for both personal, t (20) = 8.15, p < .001, 
d = 2.04 95%CI (1.26, 2.74), and situational attributions for positive events , t (20) = 7.00, p < 
.001, d = 1.83 95%CI (1.08, 2.51) with large effect sizes observed. Given these differences and 
the large effect sizes for attributions for negative events (Table 2), cluster 2 was named ‘self-
good/other-bad.’  
 
4.5.2.2 Demographic characteristics 
Age 
The demographic characteristics of the participants in each cluster were compared. The 
average age of participants in the self-good/self-bad cluster was 32.25 (SD = 7.54) and 35.62 (SD 
= 9.11) for the self-good/other-bad cluster. This difference was not significant, z = -1.22, p = 
.221.  
 
Relationship status 
Overall, 57.5% of the self-good/self-bad cluster and 52.4% of the self-good/other-bad 
cluster were ‘single/never married.’ For the self-good/self-bad cluster, 22.5% were currently in a 
relationship (married or defacto) whereas 19% of the self-good/other-bad cluster was married. 
Further, 20% of the self-good/self-bad cluster were divorced or separated compared to 23.8% of 
the self-good/other-bad cluster. The relationship status data were collapsed into three categories 
(‘single/never married,’ ‘currently in a relationship,’ and ‘separated/divorced’) in order to 
increase cell size to acceptable level. No significant differences in relationship status were found 
between the clusters, χ2 (2, N = 60) = 0.27, p = .902, V = .06.  
 
Education 
 In both the self-good/self-bad and the self-good/other-bad clusters, a substantial 
proportion of participants had not completed secondary school (45% and 42.9%, respectively). Of 
those in the self-good/self-bad cluster, 35% had completed secondary school and 20% had a 
tertiary qualification compared to 28.6% and 28.6%, respectively in the self-good/other-bad 
cluster. These differences were not significant, χ2 (2, N = 61) = 0.63, p = .73, V = .10. 
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Occupation 
High proportions of those in the self-good/self-bad and self-good/other-bad clusters were 
currently unemployed (90% and 71.4%, respectively).  Further, of participants in the self-
good/self-bad cluster, 7.5% held part-time employment and 2.5% endorsed home duties as their 
occupation compared to 19% and 9.5% for these occupations in the self-good/other-bad cluster. 
The occupation data were collapsed into two categories (‘unemployed,’ ‘part-time/home duties’) 
in order to increase cell sizes to acceptable levels. The differences in occupation frequencies 
between the clusters approached significance, χ2 (2, N = 61) = 3.47, p = .06, V = .24.  
4.5.2.3 Psychological characteristics 
 There were no significant differences between the clusters in terms of number of current 
Axis I disorders, z = -1.08, p = .28, number of lifetime Axis I disorders, z = -1.29, p = .20, or 
number of BPD criteria, z = -0.22, p = .83.  A significant difference in number of other Axis II 
disorders was found between the clusters. More specifically, the self-good/self-bad cluster had a 
median of 5, whilst the self-good/other-bad cluster had a median of 4, z = -1.97, p = .049. Table 
4.5 displays the proportion of participants within each cluster with specific types of Axis I 
disorders. Table 4.6 displays the proportion of participants within each cluster with specific types 
of Axis II disorders. 
 
Table 4.5 
Proportion of current Axis I disorders within clusters 
 
Self-good/self-bad (n = 39) Self-good/other-bad (n = 21) 
Current Axis I 
disorder type 
Frequency % Frequency % 
Mood disorder 36 92.3 19 90.5 
Anxiety disorder 33 84.6 18 85.7 
PTSD 32 82.1 15 71.4 
Eating disorder 12 30.8 5 23.8 
Substance use 12 30.8 3 14.3 
 
Chi-square analyses were used to examine the differences between the clusters in Table 
4.5. Each analysis was affected by small cell numbers and were not significant. However, the 
proportion of participants within the self-good/self-bad cluster with a current substance use 
42 
 
disorder was more than twice of those in the self-good/other-bad cluster. Further, self-good/self-
bad cluster showed a trend for having a higher proportion of participants with PTSD and with an 
eating disorder.  
 
Table 4.6 
Proportion of current Axis II  disorders within clusters 
 
Self-good/self-bad (n = 39) Self-good/other-bad (n = 21) 
Current Axis II 
personality disorder 
Frequency % Frequency % 
Paranoid 22 55 12 57.1 
Schizoid 2 5 0 0 
Schizotypal 2 5 1 4.8 
Antisocial 10 25 2 9.5 
Histrionic 0 0 0 0 
Narcissistic 1 2.5 1 4.8 
Avoidant 35 87.5 16 76.2 
Dependent 10 25 2 9.5 
Obsessive-compulsive 11 27.5 2 9.5 
Depressive 36 90 16 76.2 
Passive-aggressive 16 40 6 28.6 
Chi-square analyses were used to examine the differences between the clusters in Table 
4.6.  The majority of the analyses were affected by small cell numbers and were not significant. 
However, the proportion of participants within the self-good/self-bad cluster with antisocial PD, 
dependent PD, Obsessive-compulsive PD was more than twice of those in the self-good/other-
bad cluster. Further, self-good/self-bad cluster showed a trend for having a higher proportion of 
participants with depressive PD, passive-aggressive PD, and avoidant PD. Table 4.7 summarises 
the key characteristics of each cluster. 
 
4.5.3 Cluster analysis using discharge variables 
 In order to examine the stability of the identified clusters, data from outcome measures 
administered during discharge of the program was analysed. Discharge data were only available 
from 40 participants, all of whom were deemed to have completed the intervention program.  
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Table 4.7  
Summary profile of the two clusters identified at pre-intervention 
Cluster Key characteristics 
1 (n = 40) 
Self-good/self-bad 
• Higher use of internal attributions for negative events 
• Lower use of  personal attributions for negative events 
• Lower use of situational attributions for negative events 
• Higher levels of dissociation 
• Higher levels of fear of losing control of depressed mood or 
their reaction to depressed mood 
• Higher levels of fear of losing control of anxiety or their 
reaction to anxiety 
• Lower problem-focused coping 
• Higher number of comorbid Axis II disorders 
 
2 (n = 21) 
Self-good/other-bad 
• Lower number of self-harm acts 
• Lower number of suicide attempts  
• Lower use of internal attributions for negative events 
• Higher use of situational attributions for negative events 
• Higher use of personal attributions for negative events 
• Higher problem-focused coping 
• Lower levels of dissociation 
• Lower use of personal attributions for positive events 
 
All variables from the previously identified clusters were entered into the clustering 
procedure using discharge data and two clusters emerged (AIC=490.93). Thirty-eight of the 40 
participants (95%), were successfully incorporated into a cluster. There were 17 individuals in 
cluster 1 and 21 in cluster 2. Descriptive statistics for the continuous variables for the total 
sample upon discharge are shown in Table 4.8 and for each cluster shown in Table 4.8 along with 
the results of Mann-Whitney U tests comparing the medians of cluster on each continuous 
variable.  
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Table 4.8 
Descriptive statistics from discharge assessments 
Measure Minimum Maximum M (SD) 
Adapted PHI 
 - Self-harm acts  0.00 124 12.18 (23.07 
 - Suicide attempts  0.00 4.00 0.74 (1.16) 
    
WCCL  
 - Problem-focused  0.00 2.67 1.66 (0.55) 
 - Seek Social Support  0.00 3.00 2.09 (0.60) 
 - Emotion-focused  0.57 2.81 2.00 (0.53) 
    
ACS  
 - Anger  3.13 7.00 4.77 (0.99) 
 - Positive  2.85 5.92 4.09 (0.83) 
 - Depression  2.50 7.00 5.11 (1.01) 
 - Anxiety  2.15 5.92 4.47 (0.83) 
    
IPSAQ 
Positive events  
 - internal attributions 
0.00 16.00 7.89 (3.74) 
 - personal attributions 0.00 14.00 4.71 (3.59) 
 - situational attributions  0.00 9.00 3.39 (2.68) 
 Negative events  
 - internal attributions    0.00 16.00 7.42 (4.68) 
 - personal attributions   0.00 16.00 6.05 (4.57) 
 - situational attributions 0.00 9.00 2.53 (2.45) 
    
BDI-II 4.00 52.00 25.11 (13.31) 
DES 2.14 69.64 25.50 (17.78) 
Note: WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational Attributions 
Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; DES = 
Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
 
From the results in Table 4.9 it can be seen that the clusters were significantly different 
in relation to their depressive symptoms, use of problem-focused coping, fear of losing control of 
emotions, and their causal attributions for negative events. Given the significance of participants’ 
attributions in separating the original clusters using the program admission data and the a priori 
theoretical importance of these constructs, the IPSAQ scores of the discharge clusters were 
further examined. Due to the small sample sizes and non-normal distribution, further significance 
testing could not be conducted validly. However, the patterns of attributions for both positive and 
negative events showed the same trends as those from the data upon admission to the program. 
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Table 4.9  
Descriptive Statistics for Continuous Variables by Cluster at Discharge 
 Cluster    
 
1 (n = 21) 2 (n = 17)   
 
Clustering Variable Mdn (IQR) M (SD) Mdn (IQR) M (SD) Z 
 
Adapted PHI  
 - Self-harm acts  7.00 (16.00) 17.43 (29.34) 2.00 (8.00) 5.71 (8.63) -1.88 0.32 
 - Suicide attempts  0.00 (1.50) 1.00 (1.41) 0.00 (1.00) 0.41 (0.62) -1.11 0.41 
       
WCCL  
 - Problem-focused  1.60 (0.63) 1.40 (0.53) 1.93 (0.73) 1.98 (0.40) -3.10* 0.21 
 - Seek Social Support  1.83 (0.67) 1.87 (0.66) 2.33 (0.67) 2.35 (0.40) -2.63 0.25 
 - Emotion-focused  2.29 (0.52) 2.17 (0.48) 1.85 (0.86) 1.79 (0.53) -2.57 0.26 
       
ACS  
 - Anger  5.63 (1.44) 5.36 (0.80) 4.00 (1.18) 4.05 (0.66) -4.17* 0.10 
 - Positive  4.54 (1.00) 4.47 (0.75) 3.54 (0.77) 3.62 (0.70) -3.41* 0.18 
 - Depression  5.75 (1.08) 5.63 (0.87) 4.50 (1.00) 4.48 (0.80) -3.66* 0.15 
 - Anxiety  5.00 (0.69) 4.99 (0.51) 3.85 (1.03) 3.82 (0.69) -4.54* 0.07 
       
IPSAQ 
Positive events  
 - internal attributions 
8.00 (4.50) 8.10 (4.07) 8.00 (5.00) 7.65 (3.39) -0.38 0.46 
 - personal attributions 5.00 (4.00) 4.81 (3.20) 3.00 (6.50) 4.59 (4.12) -0.65 0.44 
 - situational attributions  3.00 (4.00) 3.10 (2.70) 2.00 (4.50) 3.76 (2.68) -0.76 0.43 
 Negative events  
 - internal attributions    12.00 (7.50) 10.14 (4.36) 4.00 (3.50) 4.06 (2.25) -3.98* 0.12 
 - personal attributions   2.00 (6.00) 4.00 (4.32) 8.00 (4.00) 8.59 (3.54) -3.30* 0.19 
 - situational attributions 1.00 (3.00) 1.86 (1.82) 3.00 (4.50) 3.35 (2.89) -1.60 0.35 
       
BDI-II 30.00 (18.00)  33.33 (9.89) 11.00 (11.00) 14.94 (9.44) -4.36* 0.08 
DES 27.14 (17.87) 32.34 (18.25) 14.14 (13.81) 17.04 (13.32) -2.85 0.23 
Note.  * Cluster means significantly different, p≤.003; IQR = interquartile range; WCCL = Revised Ways of 
Coping Checklist; IPSAQ = Internal, Personal, and Situational Attributions Questionnaire; ACS = Affective Control 
Scale; Adapted PHI = Adapted Parasuicide History Interview; DES = Dissociative Experiences Scale; BDI = Beck 
Depression Inventory – II 
 
Visual inspection of the variable importance plots revealed that the following variables 
showed statistically significant (p<.05) distinguishing properties: 
Cluster 1 (n = 21): Relative to the other cluster, individuals in this group reported higher 
symptoms of depression, greater fear of losing control of anger, depression, and anxiety, and 
internal attributions for negative events. 
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Cluster 2 (n = 17): Relative to those in cluster 1, individuals in this cluster reported lower 
levels of depressive symptoms, frequency of self-harm acts, and dissociative experiences. They 
expressed having less fear of losing control of anger, positive emotions, depression, anxiety, and 
were more likely to use problem-focused coping and seek social support. In addition, they were 
less likely to make internal attributions for negative events and more likely to make personal 
attributions for negative events. Table 4.10 summarises the key characteristics of each cluster. 
 
Table 4.10  
Summary profile of the two clusters identified at discharge 
Cluster Key characteristics 
1 (n = 21) 
 
• Higher internal attributions for negative events 
• Lower personal attributions for negative events  
• High levels of internal attributions for positive events 
• Higher levels of dissociation 
• Higher levels of depression 
• Higher levels of fear of losing control over anger, positive emotions, 
depression, and anxiety 
• Lower levels of problem-focused coping 
2 (n = 17) 
 
• Higher personal attributions for negative events  
• Lower internal attributions for negative events 
• High internal attributions for positive events 
• Higher levels of problem-focused coping 
• Higher levels of seeking social support 
• Lower levels of dissociation 
• Lower levels of depression 
• Lower levels of fear of losing control over anger, positive emotions, 
depression, and anxiety 
• Lower frequency of self-harm acts 
 
4.5.4 Stability of cluster membership 
The stability of participants’ membership of each cluster was examined by comparing 
cluster membership at admission and discharge. Of the 38 participants who had complete data at 
both assessment points, 39.47% shifted cluster membership. In order to examine whether 
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participants in one cluster were more likely to shift across clusters than the other, a contingency 
table analysis of cluster 1 with cluster 2 was conducted. This revealed a non-significant 
relationship between these two variables, χ2 (1, N = 38) = 1.38, p = 0.24, V = 0.19 implying that 
there was no significant difference between the admission clusters in terms of their proportion of 
participants who changed cluster membership at discharge. 
 
4.6 Discussion 
Using variables that were considered a priori to be of theoretical importance and those 
which have been shown to have a heterogeneous distribution within BPD samples, the current 
study investigated the presence of subtypes within a BPD sample. Supporting the prediction that 
at least two distinct groups would be found within a sample of those with BPD, this study found 
that 100% of the participants at admission, and 95% at discharge, could be statistically classified 
into two clusters. This supports previous findings of distinct groups within those who have a 
diagnosis of BPD. Whilst severe levels of depression were present in both clusters, there were no 
significant differences between the clusters on symptoms of depression using the data from 
admission; therefore the second hypothesis was not supported. Not only did two groups emerge 
largely characterized by polarized patterns of attributions, but they also differed significantly in 
relation to their use of problem-focused coping. 
The results of the cluster analysis suggest the presence of two possible subtypes within 
the current sample. This is consistent with the majority of previous research that has identified at 
least two subtypes within samples of those with BPD. In the present study, many large effect 
sizes indicated that these subtypes varied substantially on a range of psychometric measurements. 
These large differences add to the interpretability of each cluster’s profile and functionality, 
suggesting the validity of the two groups rather than their existence as an artefact of the statistical 
methodology employed. The largest effect sizes in the first cluster analysis indicated that the 
clusters’ differences in attributions for negative social events were a key distinguishing feature in 
separating the participants into clusters. More specifically, the profile of the clusters from the first 
analysis showed that participants made diametrically opposed attributions for negative events, 
with one cluster attributing the cause of such events to themselves and the other cluster to other 
people. This finding is consistent with Beck et al.’s (2004) theory that attributional biases and 
dysfunctional beliefs comprise personality disorders.  
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Further analyses of the original clusters revealed that the first cluster’s attributions for 
both positive and negative events were significantly different from normal controls’. In addition, 
this cluster showed a significant preference for attributing the causes of both positive and 
negative events as being something to do with themselves. In contrast, the second cluster did not 
differ significantly from normal controls in its use of particular attributions. However, analyses 
revealed that participants in this cluster showed a significant preference for attributing the causes 
of positive events as being something to do with themselves and the causes of negative events as 
being something to with another person. The cluster names – self-good/self-bad and self-good/ 
other bad - were chosen to reflect these differences. These particular findings are consistent with 
observations from other researchers who have referred to similar sets of self-other attributional 
sets within BPD under various labels, including dialectical dilemmas (Linehan, 1993a), states of 
being (Gregory, 2007), mentalization (Bateman & Fonagy, 2004),and object relations (Clarkin, et 
al., 2007). 
 
4.6.1 Self-good/Self-bad cluster 
Not only do the present findings add further support to Beck et al.’s (2004) notion that 
dichotomous thinking plays a major role in BPD pathology, but they add an empirical basis to 
Gregory’s (2007) work on borderline attributions. More specifically, the self-good/self-bad 
cluster resembles Gregory’s ‘demigod perpetrator state’ in which all attributions of “agency and 
value are in the self as an idealized badness and others are of no consequence” (p. 142). Further, 
Gregory proposes that the mood of those in this state “tends to be elated or blunted,..[and that] 
substances are frequently used to provide soothing, as well as to enhance feelings of elation, 
detachment, and/or omnipotence” (p. 142). Those in the self-good/self-bad cluster were observed 
to have more than twice the amount of substance use disorders than the self-good/other-bad 
cluster, providing convergent validity to Gregory’s described ‘demigod perpetrator state.’  
The self-good/self-bad cluster was also significantly more fearful of losing control of 
either depressed or anxious moods than the self-good/other-bad cluster. The fear of particular 
emotions is thought to be learned through classical conditioning and maintained by avoidance, 
and research has shown fear of emotion to be associated with greater increases in distress and 
negative affect (Salters-Pedenault, Gentes, & Roemer, 2007). In the present sample, this process 
may be a learned consequence of an invalidating environment (Linehan, 1993a). Whilst 
avoidance of the feared emotions may prove successful in the short-term, chronic avoidance 
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precludes habituation and these emotions will continue to evoke aversive reactions and emotional 
distress when experienced (Hayes, Wilson, Gifford, Follette, & Strosahl, 1996; Wupperman, 
Neumann, & Axelrod, 2008). Linehan (1993) proposed that the impulsive behaviours 
characteristic of BPD may be attempts by the individual to regulate intense affect. This being so, 
it holds that the more fearful and avoidant of particular emotions an individual with BPD is, the 
more impulsive they may be when they eventually experience the feared emotion. Consistent 
with this logic, in addition to being the most fearful of losing control of depression and anxiety, 
those in the self-good/self-bad cluster had the widest range of self-harm acts. Given that self-
harm is a strategy used to reduce emotional distress (Linehan, 1993a; Michel, Valach, & Waeber, 
1994), it is likely that participants in this cluster use self-harm as a means of regulating their 
feared emotions of anxiety or depression.  
The wide frequency of self-harm acts within this cluster may serve further functions in 
addition to distress reduction and emotional regulation. For example, higher levels of self-harm 
have been found to be associated with higher levels of dissociation (Brodsky, et al., 1995). This 
finding was partially replicated in the present study as in addition to high frequencies of self-
harm acts, the self-good/self-bad cluster reported significantly more dissociative experiences than 
those in the self-good/other-bad cluster. Further, the average score on the DES for individuals 
classified in the self-good/self-bad cluster was above the cut-off score for the scale (30), 
suggesting the possible presence of a dissociative disorder or PTSD. In contrast, the self-
good/other-bad cluster’s average score fell below this clinical cut-off value. These high levels of 
dissociation in the presence of high frequencies of self-harm add to previous findings that in 
addition to providing an affect regulation function, self-harm often functions as both a means of 
self-punishment and anti-dissociation (Klonsky, 2007). The higher levels of fear of losing control 
of depression and anxiety, dissociation, and a tendency to self-blame within this cluster suggest 
that the higher levels of self-harm observed may have served all three of these functions. 
 Whilst internal attributions have been found to be indirectly associated with positive 
psychological adjustment (Roesch & Weiner, 2001), those in the self-good/self-bad cluster 
reported using significantly less problem-focused coping strategies than those in the self-
good/other-bad cluster. Further, those in the self-good/self-bad cluster appeared to be the least 
psychologically adjusted cluster across the majority of measurements. Whilst causal attributions 
are thought to promote coping by assisting people to predict and understand their environment 
(Mclean, et al., 2007), it may be that as participants in this cluster saw themselves as the 
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predominant cause of both positive and negative events, the ability to make predictions was more 
chaotic and less effective for them. 
  
4.6.2 Self-good/Other-bad cluster 
 The particular pattern of attributions for both positive and negative events endorsed by 
those in the self-good/other-bad cluster is consistent with Gregory’s (2007) ‘angry victim’ BPD 
state. This state “serves to protect against feelings of humiliation and enhance self-esteem 
through idealization of the self and externalization of responsibility for negative consequences” 
(Gregory, 2007, p. 140). Those in this state feel justified in denigrating people seen to be giving 
them a hard time, leading to an irritable mood as well as frequent substance use for soothing 
functions (Gregory, 2007). Both the pattern of attributions within this cluster and the ‘angry 
victim’ state are consistent with research relating to the self-serving function of externalizing the 
causal locus of negative events and internalizing it for positive events (Kinderman & Bentall, 
2000; Snyder & Higgins, 1988), adding validity to the current findings. 
The protective function of the attributional pattern in this cluster may provide a more 
effective means for the participants in this cluster to predict and understand their environments, 
explaining the significantly higher use of problem-focused coping in this cluster. Further, the 
significantly lower levels of fear of losing control of depression and anxiety in this cluster may 
relate to the lower levels of self harm and depression, and significantly less dissociation 
observed. 
The lack of major differences between the clusters using the data upon admission for 
Seeking Social Support and Emotion-focused coping scores may be due several different reasons. 
For example, an inclusion criteria of the residential program related to lower levels of functioning 
and the homogeneity of participants’ scores on these two variables may simply reflect this. 
Alternatively, the Ways of Coping Checklist may be too sensitive a measure to accurately capture 
the chaotic functioning of many of those with BPD. For example, participants’ responses to the 
items on the Seeking Social Support subscale may be confounded by the unstable interpersonal 
relationships which are characteristic of BPD. Similarly, the ways in which participants with 
BPD attempt to cope with the emotional dysregulation seen within the disorder may be more 
varied than what the items within the Emotion-focused subscale measure. 
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4.6.3 Cluster stability 
Whilst investigating whether the two clusters identified from the data upon admission 
represented transient states or enduring subtypes, a cluster analysis using the data available from 
those who completed the program again revealed two distinct groups. Further, inspection of their 
scores revealed that whilst several variables differed significantly between the clusters, how 
participants attributed the causes of negative events remained crucial in separating the two 
groups. How the two groups attributed the causes of both positive and negative events bore 
strong face validity to the original clusters, however limitations of the data prevented further 
reliable analyses of these attributional patterns. This is a particularly significant finding as these 
group differences in attributions were identified despite all the participants completing a 
comprehensive psychological intervention program.  
Given the similarity between the attributional patterns of the clusters at both assessment 
points, cluster membership across time was further examined. More specifically, 62.5% of those 
in the self-good/self-bad cluster upon admission were classified into a cluster with the same 
binary attributions using the data from discharge. Similarly, 57.1% of those in the self-
good/other-bad cluster were classified into a cluster with the same attributional patterns using the 
data from discharge assessments. These differences were not statistically significant and were 
likely to have been affected by low power due to the small sample size. This finding may 
represent the stability of the originally identified groups, be a result of the intervention all 
participants received, or may represent transient shifts in dichotomous thinking. However, as 
36% of the total sample did not provide post-intervention data, inferences regarding the clusters’ 
stability over time need to be made cautiously. 
 Results from the present study display a degree of convergence with previous attempts to 
identify subtypes of BPD. For example, the calmness-internalizing and the mood-externalising 
groups identified by Whewall et al. (2000), and the depressed-dysregulated and rageful-
dysregulated groups identified by Zittel (2004) may be represented by the patterns of binary 
attributions and fear of losing control of emotions in the current clusters. This convergence with 
previous research further suggests the validity of the present findings as distinct groups with a 
cohesive pattern of symptoms, rather than just ‘states of BPD.’ 
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4.6.4 Implications 
The results of this study have several implications for both theory and practice. First, 
present findings support a cognitive model of personality pathology of which attributions are 
central. In particular, the attributional styles identified further support the notion that 
dichotomous thinking is central to BPD. The particular pattern of self-other, internal-external 
attributions identified further assists theorists in understanding the function of splitting and its 
potential role in the maintenance of BPD symptomatology. For example, seeing oneself as the 
predominant cause of both positive and negative events may make the ability to predict and 
understand one’s environment more chaotic and less effective. This attributional pattern may 
perpetuate symptoms through its association with higher levels of fear of particular emotions, 
dissociation, and self-harm. Conversely, seeing oneself as the cause of positive events and others 
as the cause of negative events may serve a protective function and enhance self-esteem, a 
process that may maintain symptomatology. 
Second, given the apparent stability of the clusters, the attributional patterns may reflect 
different etiological pathways to the development of the disorder. For example, the repetitive 
learning experiences that cause an individual with BPD to believe themselves to be the cause of 
both positive and negative events to become structuralized may differ from those experiences that 
promote viewing the self as good and others as bad. Linehan (1993a) proposes that an 
invalidating childhood environment can teach individuals to self-invalidate and to respond to 
their own emotions with shame, criticism, and punishment. This learning process may facilitate 
the structuralization of the self-good/self-bad attributional pattern identified in the current results 
whereas other types of childhood trauma may facilitate a tendency to view oneself as good and 
others as bad. 
Third, the cluster profiles add further support to the association between dissociation, fear 
of certain emotions, self-harm, and self-blaming attributions. Self-blaming attributions may lead 
to or perpetuate pre-existing emotional dysregulation (Linehan, 1993a). Dissociation may have 
developed as a means to dampen this emotional arousal (Korzekwa, Dell, & Pain, 2009) and self-
harm as means of regulating affect, ending dissociation, and punishing oneself (Klonsky, 2007). 
Fourth, the results imply a need for both reattribution training and exposure to feared emotions to 
form a large part of an intervention with this sample. Treatments such as DBT attempt to 
accomplish this by using mindfulness exercises as form of exposure to feared emotions and to 
encourage a synthesis of the polarities of extreme thinking. Fifth, given the differences in the 
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frequency of self-harm acts at admission assessments there may be a need to ensure each cluster 
receives a tailored intervention rather than a one-size-fits-all group therapy approach. Further 
support for this need is suggested by the increase in effect sizes for the differences between 
clusters using the psychometrics administered up admission to the program. Chapter Five will 
investigate how each cluster responded to a residential treatment program for BPD. 
 
4.6.5 Limitations 
 Whilst the current results have important implications their power was limited by several 
factors. First, given the program’s inclusion criteria, the participants are likely to represent only a 
specific portion of those with BPD. Whilst this may affect the generalisability of the results to the 
broader population of BPD, understanding the heterogeneity of those with the most severe 
dysfunction is arguably more of a priority. Second, given the high proportion of comorbid Axis II 
disorders within the current sample, it is unclear how specific the current clusters are to BPD or 
to those with personality disorders. However, this may be difficult to control as many studies 
(e.g., Clarkin, et al., 2001; Low, Jones, Duggan, Power, & MacLeod, 2001) have found high rates 
of Axis II comorbidity amongst participants with BPD. Third, whilst use of self-report measures 
is a frequently used practice (Bohus, et al., 2004; Koons, et al., 2001; Linehan, 1993a; Linehan, et 
al., 1991; Low, et al., 2001), such measures are likely to be limited by participants’ subjective 
interpretations. Fourth, the small sample size is likely to have influenced the power of the 
statistical analyses however such sample sizes are not uncommon in studies of BPD (Linehan, et 
al., 1991; Low, et al., 2001; Verheul, et al., 2003). 
  
4.6.6 Future directions 
Future research should further investigate both the stability and validity of the clusters 
identified in this study in a BPD sample with a more broad level of functioning. This could 
involve regularly administering a measure of causal attribution to investigate whether the patterns 
identified in the present study remain stable or represent shifting ‘states of being.’ Control and/or 
Axis II comparison groups should be utilized in order to determine whether the pattern of 
attributions are specific to BPD or personality pathology per se. Given the unique cluster profiles 
identified in the present study, future research should examine the causal relationships between 
causal attributions, fear of losing control of emotions, dissociation, coping, and self-harm. 
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Additionally, in order to examine the clinical relevance of subtypes, the two clusters’ progression 
through an intervention program should be compared and contrasted. 
 
4.7 Conclusion 
In summary, the current study identified two theoretically and clinically valid clusters of 
participants in a residential treatment program for BPD. Their identification offers some guidance 
as to how to meaningfully understand the heterogeneity that plagues this personality disorder 
diagnosis and furthers support for the role attributions play in personality pathology. More 
specifically, the pattern of polarized attributions that defined the clusters is consistent with those 
with BPD’s attempts to “generate certainty of meaning, maintain idealizations, and achieve 
unified understandings” (Gregory, 2007, p. 133). The following Chapter will investigate the 
clinical utility of subgroups of BPD by examining the responsiveness of the two clusters to a 
residential treatment program. 
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- Chapter Five - 
Differential treatment response between BPD 
subgroups 
 
Dialectical Behaviour Therapy (DBT) was initially developed by Linehan (1993) for use 
with chronically suicidal populations who also met the criteria for BPD and is amongst the most 
widely researched treatment approaches for BPD (Bohus, et al., 2004; Koons, et al., 2001; 
Linehan, et al., 1991; Linehan, et al., 1999; Verheul, et al., 2003). However, not only is the 
disorder characterized by heterogeneity but also the findings from treatment studies have shown 
unequal gains amongst participants (Bohus, et al., 2004; Koons, et al., 2001; Verheul, et al., 
2003).  
A four month, non-randomised, controlled study of the effectiveness of DBT for treating 
an inpatient sample for BPD yielded considerable heterogeneity of treatment response (Bohus, et 
al., 2004). More specifically, Bohus et al. (2004) found that only 42% of those receiving DBT 
had clinically recovered on a general measure of psychopathology. This bimodal distribution of 
treatment response has led some (e.g., Liehener et al., 2003) to suspect that the differences in 
response may be accounted for by different subtypes within the population of BPD. To 
investigate this possibility, Bohus et al. (2004) tested three different models of predictors: social, 
pre-treatment, and severity of diagnosis, but found that none of these predicted treatment or non-
treatment response  
The previous study (see Chapter Four) found that two theoretically and empirically 
distinct groups were identified within a sample of those with BPD. These two groups were 
principally defined by their specific patterns of causal attributions for both positive and negative 
events and were named ‘self-good/self-bad’ and ‘self-good/other-bad’ in accordance with this 
finding. 
 In addition to these specific patterns of causal attributions, the clusters exhibited several 
other distinct characteristics. For example, the self-good/self-bad cluster reported high levels of 
dissociative experiences, more fear of losing control of depressed or anxious moods, lower levels 
of problem-focused coping, and had a higher number of Axis II disorders. In addition, relative to 
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the sample mean, the self-good/other-bad cluster reported lower frequencies of both self-harm 
acts and suicide attempts. 
Subtyping BPD has assisted theoretical conceptualizations of the disorder, but researchers 
are yet to examine the clinical utility of separating those with the disorder into distinct groups. 
This is an important step as “the heterogeneity among individuals with the [BPD] makes it 
difficult to develop a unified treatment strategy” (Hurt, et al., 1992, p. 200). Once such subgroups 
are identified it would be of interest to clinicians to know whether they respond differently to 
standard interventions such as DBT or whether distinctly different treatment approaches are 
required.  
 
5.1 Aims 
The present study was concerned with examining the clinical utility of using subgroups to 
understand the heterogeneity within BPD.  More specifically, the study aimed to examine 
whether the self-good/self-bad and self-good/other-bad clusters responded differently to a 
comprehensive residential treatment program with a primarily DBT orientation. The program 
offered both large group and smaller, more individualized treatment for participants, according to 
need, along with individual contact with clinicians. Given the variation in treatment 
responsiveness in other BPD interventions that have not used subgroups (Bohus, et al., 2004; 
Koons, et al., 2001) it was expected that analysing the effect of the intervention on the two 
clusters would yield more clinically useful information than examining the overall outcome for 
all participants together.  
 
5.2 Hypotheses 
 Existing research focusing on causal attributions and other variables associated with BPD 
led to the development of specific hypotheses as to how the two clusters would respond to the 
intervention. For example, through his research and clinical observations, Stone (2004) proposed 
that those with BPD who externalize blame are less amenable to psychotherapy than those who 
have a more introspective style and accept responsibility for their predicaments. This proposition 
is supported by research showing the powerful psychological benefits of externalizing blame 
(Gregory, 2007; Snyder & Higgins, 1988) suggesting that such an attributional style could be 
reinforcing. Further, within the context of BPD, Gregory (2007) proposes that those who make 
internal positive attributions and external negative attributions can be irritable, prompt strong 
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countertransference and control struggles within therapy, and behave in ways that are demeaning, 
controlling, and intrusive. Taken together, these findings suggest that the self-good/other-bad 
cluster may be less amenable to psychological intervention than the self-good/self-bad cluster.  
 In addition to attributional style, a range of other variables suggest how the two clusters 
respond to treatment. For example, using baseline levels of self-harm, Verheul et al. (2003) found 
that DBT was superior to treatment as usual for participants in the high-severity group but not for 
those in the low-severity group. The authors suggest that this finding is consistent with DBT’s 
original aims of treating those with BPD and who are chronically suicidal and that the treatment 
specifically focuses on monitoring and addressing these behaviours. As participants in the self-
good/self-bad cluster had the widest range of self-harm acts, it was expected that this group 
would benefit most from a DBT-based treatment. Additionally, the present study sought to follow 
a similar methodology to the analyses of Verheul et al. (2003). This was done to investigate 
whether any differences existed between the two clusters in terms of their participants belonging 
to high or low-severity self-harm groups. If such differences were identified, then differences in 
the clusters response to the treatment may be an artefact of this, rather than their broader profile 
of differences across variables.  
 Similarly, as DBT has an explicit component focusing on emotion regulation it may be 
expected that such an intervention may be more effective for those with higher levels of 
pathology in this area. For example, the self-good/self-bad cluster had significantly higher levels 
of fear of losing control of both depressed and anxious moods than the self-good/other-bad 
cluster. Given DBT’s focus on emotion regulation, the intervention may be more salient and have 
higher face validity for those who have greater difficulties in these domains. This suggests that 
the self-good/self-bad cluster may benefit more from a DBT-based intervention than the self-
good/other-bad cluster. 
On these basis of these findings two hypotheses were developed. The first hypothesis 
predicted that the self-good/self-bad group would show greater levels of improvement between 
admission and discharge measurements than the self-good/other-bad cluster. As differential 
treatment response between the clusters could be an artefact of self-harm severity, the second 
hypothesis proposed that there would be a significant difference between the clusters’ self-harm 
severity. 
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5.3 Method 
5.3.1 Participants  
As previously described, participants were from Spectrum’s intensive residential therapy 
program for severe or borderline personality disorder in Victoria. For the purposes of the current 
study, only those participants who had a ‘key diagnosis’ of borderline personality disorder, as 
identified by the Structured Clinical Interview for DSM-IV Axis II Disorders (SCID-II), were 
included (n = 61). However, at the time of writing there was only data available from both 
admission and discharge periods for 40 participants of Spectrum’s program. Only those 
participants with data from both assessment periods were included in the following analyses. 
 
5.3.2 Measures 
In order to comprehensively examine the effect of Spectrum’s program on participants’ 
psychological functioning, a large battery of psychometric instruments were used as outcome 
measures. These inventories included the Internal, Personal, and Situational Attributions 
Questionnaire (IPSAQ: Kinderman & Bentall, 1996), the Beck Depression Inventory-II (BDI-II: 
Beck, Steer, & Brown, 1996), the Revised Ways of Coping Checklist (WCCL: Vitaliano, et al., 
1985), the Dissociative Experiences Scale (DES: Bernstein & Putnam, 1986), a service-specific 
adaptation of the Parasuicide History Interview (PHI: Linehan, et al., 1989), and the Affective 
Control Scale (ACS: Williams, et al., 1997). Further detail regarding these measures is found in 
the General Method chapter. 
 
5.3.3 Procedure 
The overall aim of the program was to assist participants in the establishment of the 
interpersonal, emotional regulation, and crisis skills to be better able to manage their lives on 
discharge. To achieve this, the program incorporated adapted DBT skills training that emphasized 
distress tolerance, emotional regulation, and interpersonal effectiveness (Linehan, 1993a, 1993b).  
One complete ‘dose’ of DBT skills training took 12 weeks and participants received multiple 
‘doses’ during the course of the admission in order to consolidate skills acquisitions. The program 
also emphasized the importance of experiential components such as community meetings, 
celebrations, safety meetings, and experiential groups to facilitate modelling and coaching of 
appropriate behaviour and peer support (Hulbert & Thomas, 2007). 
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Admission to the program was voluntary and typically involves 6-months of intensive 
residential treatment, with a maximum of 8 residents in the program at any one time. Treatment 
consisted of daily group therapeutic programs (GTP) and approximately three individual therapy 
sessions per week. After 18 months of running the program, clinical staff had observed a subset 
of participants across admissions who had found it difficult to cope within a large group therapy 
format. In order to provide an ethical treatment and prevent attrition, an individualised treatment 
program (ITP) was developed consisting of groups of a maximum of three participants for this 
subset. It is important to note that both participants in the large group therapy program and the 
individualized treatment program received the same skills training. Further, those in the ITP 
received one hour of individual treatment by a therapist approximately three-four times per week 
in order to further coach the skills being taught or to process issues that may have arisen as part 
of the skills training program. Those in the GTP received one hour per week with a therapist in 
order to “touch base and catch up.” 
 Following the creation of the ITP modality, some participants commenced this group and 
after several weeks of exposure, joined the larger GTP. More specifically, this resulted in at least 
three possible streams of treatment after the first 18 months: ITP only, ITP plus GTP, and GTP 
only.  
5.4 Results 
Raw data were entered into SPSS Version 15.0. The data were then screened for errors or 
invalid entries. Preliminary analyses revealed the presence of outliers and the failure of variables 
to meet parametric assumptions. Therefore, adopting a methodology similar to Linehan et al. 
(1991), the Mann-Whitney U test and the Wilcoxon Signed Rank test were utilized as non-
parametric alternatives to independent and paired-samples t-tests, except where noted. 
 
5.4.1 Outcome for all participants 
In order to investigate participants’ change following Spectrum’s program without using 
the self-good/self-bad and self-good/other-bad subgroups to examine the results, a series of 
Wilcoxon Signed Rank tests was conducted (see Table 5.1). An effect size, r, was calculated by 
dividing the z value by the square root of N, where N = number of observations over the two time 
points (Pallant, 2007). This effect size was interpreted using Cohen’s (1988) criteria where .1 = 
small effect, .3 = medium effect, and .5 = large effect. 
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Table 5.1 
Outcome measurement for intervention 
 Total sample of program completers (n = 40)   
 Admission scores Discharge scores   
Outcome measures Mdn (IQR) M (SD) Mdn(IQR) M (SD) Z r 
Adapted PHI  
 - Self-harm acts  9.50 (19.00) 33.45 (70.58) 5.00 (12.00) 12.13 (22.77) -2.42* -.27 
 - Suicide attempts  1.00 (3.00) 1.73 (2.35) 0.00 (1.00) 0.72 (1.15) -3.01** -.34 
       
WCCL  
 - Problem-focused  1.23 (0.73) 1.21 (0.52) 1.70 (0.52) 1.67 (0.54) -4.52** -.48 
 - Seek Social Support  1.83 (0.86) 1.70 (0.63) 2.08 (0.79) 2.11 (0.61) -3.59** -.40 
 - Emotion-focused  2.24 (0.51) 2.18 (0.45) 2.04 (0.70) 1.99 (0.53) -2.35* -.26 
       
ACS  
 - Anger  5.13 (1.06) 5.15 (0.88) 4.63 (1.63) 4.79 (0.97) -1.72 -.19 
 - Positive  4.39 (1.23) 4.40 (0.83) 4.00 (1.16) 4.09 (0.81) -1.59 -.18 
 - Depression  5.81 (1.38) 5.76 (0.91) 5.11 (1.34) 5.12 (0.99) -3.41** -.38 
 - Anxiety  5.04 (1.19) 5.10 (0.87) 4.61 (1.15) 4.43 (0.84) -3.99** -.45 
       
IPSAQ 
Positive events  
 - internal attributions 
7.50 (6.75) 7.63 (3.64) 8.00 (4.00) 7.90 (3.69) -0.04 -.00 
 - personal attributions 5.00 (4.75) 4.95 (3.06) 4.00 (4.00) 4.69 (3.55) -0.31 -.04 
 - situational attributions  3.00 (3.00) 3.43 (2.23) 3.00 (5.00) 3.41 (2.64) -0.02 -.00 
 Negative events  
 - internal attributions    11.00 (8.75) 9.60 (4.61) 6.00 (8.00) 7.26 (4.73) -3.14** -.35 
 - personal attributions   3.00 (5.75) 4.15 (3.76) 6.00 (7.00) 6.10 (4.52) -2.92** -.33 
 - situational attributions 2.00 (3.75) 2.25 (2.34) 3.00 (4.00) 2.64 (2.52) -0.89 -.1 
       
BDI-II 34.50 (17.00) 35.67 (9.70) 25.50 (20.00) 24.67 (13.32) -4.65** -.52 
DES 24.74 (24.41) 29.97 (14.63) 21.43 (26.96) 25.22 (17.74) -2.72** -.30 
Note.  * Cluster means significantly different, p≤.05; ** Cluster means significantly different, p≤.01; IQR =  
interquartile range; WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational 
Attributions Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; 
DES = Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
 
It can be seen from Table 5.1 that examining the differences between admission and 
discharge measurements without using the clusters as a grouping variable indicated that several 
significant changes occurred across time. More specifically, participants in the intervention 
reported significantly less symptoms of depression, dissociative experiences, self-harm acts, 
suicide attempts, emotion-focused coping, fear of losing control of depressed or anxious moods, 
and made less internal attributions for negative events. Further, they reported using significantly 
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more of both problem-focused coping and seeking social support, and made more personal 
attributions for negative events. Changes in participants’ BDI scores produced a large effect size 
whereas significant differences on the other measures were accompanied by small and medium 
effect sizes. 
  
5.4.2 Outcome for subgroups 
5.4.2.1 Format and dosage 
Given that three different treatment modalities (ITP, GTP, ITP and GTP) were offered to 
participants based on the staff’s assessment of their needs, analyses were performed to investigate 
the relationship between the allocation to these modalities and the identified clusters.  A chi-
square test indicated that there was no significant relationship between the clusters and the three 
treatment modalities; χ2 (1, N = 61) = 3.91, p = 0.14, V = 0.25.  
 To examine whether there were any systematic differences between the clusters in 
relation to the format or dosage of intervention, several analyses were performed (see Table 5.2). 
A Bonferroni adjustment was applied and an adjusted alpha of .008 was adopted. 
 
Table 5.2 
Examination of cluster differences of format and dosage of intervention 
 Cluster   
 Self-good/self-bad (n=25) Self-good/other-bad (n=15)   
Measures of treatment 
utilization Mdn (IQR) M (SD) Mdn (IQR) M (SD) Z  
Total weeks in GTP 24.00 (8.00) 26.12 (13.69) 24 (8.00) 23.67 (13.71) -0.01 0.50 
Complete GTP treatment 
doses 2.00 (0.00) 2.13 (0.92) 2.00 (0.00) 2.17 (0.39) -0.74 0.44 
Total weeks in ITP 0.00 (8.00) 3.72 (7.77) 6.00 (5.00) 6.93 (9.40) -1.58 0.36 
Complete ITP treatment 
doses 0.00 (0.00) 0.16 (0.47) 0.00 (0.00) 0.33 (0.72) -0.74 0.46 
Overall total weeks in 
treatment 26.00 (14.00) 29.84 (13.33) 30 (12.00) 30.60 (10.43) -0.96 0.41 
Number of complete 
treatment doses 2.00 (1.00) 2.20 (1.00) 2.00 (0.50) 2.27 (0.88) -0.80 0.43 
Note.  * Cluster mean differs significantly from normative sample, p≤.008, IQR = interquartile range; GTP = 
Group Treatment Program; ITP = Individualised Treatment Program 
 
Inspection of Table 5.2 indicates that although there was much variability of treatment 
utilization within each cluster, there were no significant differences between them. Further, there 
were no significant differences between the clusters on non-completion rates; χ2 (1, N = 61) = 
0.49, p = 0.49, V = 0.09.  
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Further, a series of Kruskal-Wallis analyses showed no significant differences between 
participants who received GTP, ITP, or a combination of both treatments on any of the 
psychometric instruments. Due to these findings, the subsequent analyses did not use the 
treatment format as a grouping variable. 
 
5.4.2.2 Changes between admission and discharge 
 In order to investigate the possible effects of Spectrum’s program for each cluster, a series 
of Wilcoxon Signed Rank tests was performed. The results are presented separately for each 
cluster in Tables 5.3 and 5.4. 
 
Table 5.3 
Outcome measurement for self-good/self-bad cluster 
 Self-good/self-bad cluster (n = 25)   
 Admission scores Discharge scores   
Outcome measures Mdn (IQR) M (SD) Mdn (IQR) M (SD) Z r 
Adapted PHI  
 - Self-harm acts  10.00 (25.00) 44.24 (86.75) 4.00 (11.00) 12.12 (25.23) -2.36* -.33 
 - Suicide attempts  1.00 (4.00) 2.12 (2.57) 0.00 (1.00) 0.88 (1.33) -2.48* -.35 
       
WCCL  
 - Problem-focused  1.07 (0.67) 1.02 (0.52) 1.73 (0.57) 1.67 (0.57) -4.18** -.59 
 - Seek Social Support  1.83 (1.00) 1.67 (0.62) 2.17 (0.83) 2.08 (0.70) -3.18** -.45 
 - Emotion-focused  2.33 (0.67) 2.16 (0.52) 2.14 (0.86) 1.96 (0.59) -1.72 -.31 
       
ACS  
 - Anger  5.25 (1.30) 5.34 (0.92) 4.90 (1.75) 4.90 (1.02) -1.64 -.23 
 - Positive  4.50 (1.77) 4.50 (0.95) 3.12 (1.34) 4.06 (0.86) -1.55 -.22 
 - Depression  6.38 (1.13) 6.14 (0.72) 5.25 (1.69) 5.23 (1.13) -3.73** -.53 
 - Anxiety  5.38 (1.46) 5.36 (0.90) 4.62 (1.27) 4.42 (0.89) -3.86 ** -.55 
       
IPSAQ 
Positive events  
 - internal attributions 
6.00 (5.00) 6.72 (3.78) 7.00 (5.75) 7.46 (4.21) -0.63 -.09 
 - personal attributions 6.00 (4.50) 5.92 (3.15) 4.00 (4.75) 5.13 (3.87) -1.00 -.14 
 - situational 
attributions  3.00 (2.50) 3.36 (2.43) 2.50 (5.75) 3.42 (2.99) -0.43 -.06 
 Negative events  
 - internal attributions    13.00 (4.00) 12.36 (2.97) 10.00 (7.75) 9.00 (4.93) -3.22** -.46 
 - personal attributions   2.00 (2.50) 2.44 (2.83) 3.00 (8.00) 4.83 (4.83) -2.85** -.41 
 - situational 
attributions 1.00 (2.50) 1.20 (1.47) 1.50 (3.75) 2.17 (2.51) -1.94 -.28 
       
BDI-II 39.00 (19.00) 38.48 (9.92) 26.00 (30.00) 26.40 (14.89) -3.65** -.52 
DES 27.50 (25.22) 35.06 (14.32) 20.71 (28.05) 27.76 (19.76) -2.79 -.40 
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Note.  * Cluster means significantly different, p≤.05; ** Cluster means significantly different, p≤.01; IQR = 
interquartile range; WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational 
Attributions Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; 
DES = Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
 
 Following Spectrum’s program, Table 5.3 indicates that those in the self-good/self-bad 
cluster reported significant changes across several outcome measures. More specifically, when 
compared to their reports upon admission participants in this cluster reported significantly less 
symptoms of depression, self-harm acts, suicide attempts, fear of losing control of depressed and 
anxious moods, and made less internal attributions for negative events. Additionally, these 
participants reported significantly greater use of both problem-focused coping and seeking social 
support, and made more personal attributions for negative events. Whilst the variables on which 
change was observed were comparable to those when no cluster grouping variable was used (see 
Table 5.1), the magnitude of the self-good/self-bad cluster’s changes was typically greater than 
those observed when all participants were examined together. More specifically, all the self-
good/self-bad cluster’s statistically significant changes were associated with either large or 
medium effect sizes. 
As can be seen in Table 5.4, the only significant change in participants in the self-
good/other-bad cluster’s psychological functioning between admission and discharge assessments 
was that they reported less symptoms of depression. This produced a large effect size. This 
magnitude of a change in symptoms of depression was a common finding across both the overall 
participants’ and the self-good/self-bad cluster’s results. However, the fact that the self-
good/other-bad cluster showed no change on any other variable is a distinct finding in contrast 
with the previous analyses and suggests that this group of participants did not benefit as much 
from the intervention as the self-good/self-bad group. 
Since Verheul et al. (2003) found that baseline rates of self-mutilation impacted on 
treatment effect, the current sample was divided according to a median split on the number of 
self-harm acts at the admission measurement in order to investigate the presence of such an 
effect. The number of self-harm acts in the ‘low severity’ group ranged from 0 to 6, in the 
‘medium severity’ group from 7 to 21, and in the ‘high severity’ group from 22 to 640. There was 
no significant relationship between cluster group and self-harm group; χ2 (2, N = 61) = 1.19, p = 
0.55, V = 0.14.  
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Table 5.4 
Outcome measurement for self-good/other-bad cluster 
 Self-good/other-bad cluster (n = 15)   
 
Admission scores Discharge scores  
 
Outcome measures Mdn (IQR) M (SD) Mdn (IQR) M (SD) Z r 
Adapted PHI  
 - Self-harm acts  7.00 (15.00) 15.47 (20.59) 6.50 (13.00) 12.14 (18.44) -0.88 -.16 
 - Suicide attempts  0.00 (1.00) 1.07 (1.83) 0.00 (1.00) 0.43 (0.65) -1.83 -.34 
       
WCCL  
 - Problem-focused  1.67 (0.47) 1.53 (0.35) 1.60 (0.47) 1.68 (0.50) -1.37 -.25 
 - Seek Social Support  1.83 (1.03) 1.74 (0.65) 2.00 (0.67) 2.16 (0.42) -1.76 -.32 
 - Emotion-focused  2.24 (0.39) 2.20 (0.31) 1.95 (0.39) 2.03 (0.42) -1.54 -.28 
       
ACS  
 - Anger  5.00 (1.13) 4.83 (0.74) 4.50 (1.50) 4.60 (0.88) -0.71 -.13 
 - Positive  4.31 (0.62) 4.23 (0.55) 4.15 (1.00) 4.14 (0.74) -0.60 -.11 
 - Depression  5.38 (1.13) 5.12 (0.85) 5.00 (1.00) 4.94 (0.68) -0.46 -.08 
 - Anxiety  4.85 (0.89) 4.67 (0.65) 4.60 (1.15) 4.43 (0.76) -1.20 -.22 
       
IPSAQ 
Positive events  
 - internal attributions 
9.00 (5.00) 9.13 (2.93) 8.00 (3.00) 8.60 (2.64) -0.89 -.16 
 - personal attributions 3.00 (4.00) 3.33 (2.16) 4.00 (4.00) 4.00 (2.95) -0.95 -.17 
 - situational 
attributions  3.00 (3.00) 3.53 (1.92) 3.00 (3.00) 3.40 (2.06) -0.65 -.12 
 Negative events  
 - internal attributions    5.00 (4.00) 5.00 (2.78) 5.00 (3.00) 4.47 (2.70) -0.57 -.10 
 - personal attributions   8.00 (5.00) 7.00 (3.42) 8.00 (5.00) 8.13 (3.14) -1.04 -.19 
 - situational 
attributions 3.00 (3.00) 4.00 (2.51) 3.00 (4.00) 3.40 (2.41) -0.71 -.13 
       
BDI-II 32.00 (8.00) 31.00 (7.48) 24.00 (14.00) 21.80 (10.00) -2.93** -.54 
DES 19.66 (9.75) 21.51 (11.03) 22.14 (21.72) 20.99 (13.30) -0.94 -.17 
Note.  * Cluster means significantly different, p≤.05; ** Cluster means significantly different, p≤.01; IQR = 
interquartile range; WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational 
Attributions Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; 
DES = Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
 
5.5 Discussion 
 The present study aimed to examine the clinical utility of attempting to subtype borderline 
personality disorder. To this end, two previously identified subgroups of BPD were compared in 
relation to their psychological functioning following their completion of a residential treatment 
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program. The hypotheses that the subgroup characterized by internal attributions, higher levels of 
fear of emotion, and greater range of self-harm acts would be more amenable to treatment than 
the subgroup with lower scores in these domains and a tendency to make personal attributions for 
negative events was supported by the current results. Further, it was confirmed that analysing the 
outcome data using these two groups would produce a more useful understanding of the 
intervention outcome data than examining the sample as a whole. 
 The results of this study were consistent with previous findings that DBT has been shown 
to reduce self-harming behaviour, suicidal ideation, depression, interpersonal functioning, 
(Bohus, et al., 2004; Koons, et al., 2001; Linehan, et al., 1991; Linehan, et al., 1999; Verheul, et 
al., 2003) in samples of participants with BPD.  More specifically, examining how the two 
clusters benefitted from Spectrum’s intervention produced results that showed large differences 
in their response to the treatment provided. For example, the self-good/self-bad cluster’s scores 
showed significant changes on nine of the outcome measures in directions that indicated 
improvement in functioning. Moreover, the magnitude of these changes was sizeable; there were 
large effect sizes associated with the decreases in symptoms of depression, fear of losing control 
of depressed or anxious moods, and increases in problem-focused coping. Further, medium effect 
sizes were found for the significant decreases in self-harm acts and suicide attempts, and use of 
internal attributions for negative events, and increases in seeking social support, and making 
personal attributions for negative events. In contrast, the self-good/other-bad cluster showed 
significant change only in its participants’ decrease in depressive symptoms. This also produced a 
large effect size. These differences in results show distinctly different responses between the 
clusters to the intervention provided. 
 Further, the results from the present study indicated that there were no significant 
differences between the two clusters in how many participants received the larger (GTP) or the 
individualized group formats (ITP), how many times they completed the program materials, or 
how many weeks they spent in the program. This suggested that the difference in response to the 
intervention between the clusters was not a function of the format or dosage of the treatment they 
received. Additionally, it suggests that whilst an average of approximately 30 weeks may be long 
enough for the self-good/self-bad group to benefit, the self-good/other-bad group may require 
longer treatment duration in order to show similar responsiveness. 
 Several factors may underlie the two groups’ different responses to the intervention. First, 
how participants attributed the cause of negative events was a key component in how participants 
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were originally statistically separated into two subgroups. The large differences between 
participants on these variables may underlie the differences in how they responded to Spectrum’s 
intervention. For example, consistent with Stone’s (2004) predictions, participants with a 
preference for making internal attributions for negative events may more amenable to learning 
and implementing the strategies as they see themselves as being more of the causal agent for 
events. Conversely, those with a tendency to attribute negative events to being caused by others 
may feel that there is less of an incentive learn and adopt strategies if they themselves are not 
responsible for the cause of unpleasant events in their lives.  
 The work of Gregory (2007) adds further understanding to why the self-good/other-bad 
group did not show as many treatment gains. Gregory proposes that this pattern of attributions 
develops in order to protect against feelings of humiliation and enhance self-esteem. These 
attributions often result in behaviour that is antithetical to the therapy process (Gregory, 2007). It 
might be expected that this behaviour and a tendency to blame others for their difficulties would 
result in those with this style seeking treatment less often or ceasing therapy prematurely. 
Therefore it is unsurprising that participants with this attributional style represented the minority 
of the sample. However, there was no difference in program completion rates between the groups 
who made personal attributions for negative events and those who made internal attributions. 
Snyder and Higgins (1988) suggest that making external causal attributions for negative 
events minimizes self-focus and results in several positive benefits. Their extensive review of the 
literature suggests that such benefits include gains for esteem, emotion, health, and performance. 
In contrast to the reduction in self-focus that such an attributional style promotes, DBT, and 
acceptance-based interventions both place an emphasis on mindfulness skills training, a process 
that requires self-focus and introspection from participants. As the mindfulness practice is likely 
to involve that participants observe and accept painful internal experiences (Lynch, Chapman, 
Rosenthal, Kuo, & Linehan, 2006), the intervention may have been perceived as too threatening 
or psychologically costly to participants in this group when compared to the positive benefits of 
their current attributional style.  
From a DBT point of view, the self-good/other-bad dialectical dilemma may be more 
difficult to synthesize than the self-good/self-bad dialectic. For example, upon discharge, the self-
good/self-bad group showed significant decreases in their use of internal attributions for negative 
events and increases in their use of personal attributions for negative events, with medium effect 
sizes noted for both. Conversely, the self-good/other-bad group showed no significant changes in 
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their use of particular attributions. Further, it was found that participants classified in the self-
good/other-bad group tended to be more polarized in their use of attributions for negative events 
following DBT training. Small sample sizes and non-normal distributions prevented meaningful 
comparison to normative data for attributions for negative events. However, whilst the self-
good/other-bad cluster’s scores on admission did not significantly differ from normal controls, 
they showed a trend to be higher for personal and lower for both internal and situational 
attributions for negative events. Therefore, not only were attributions key characteristics dividing 
the groups upon admission but they were also differentially responsive to intervention. 
The difference in response between the clusters may also have been a function of the 
salience of the predominantly DBT intervention. For example, the self-good/self-bad group was 
characterized by several features, including a high variability of self-harm acts, and significantly 
higher fear of losing control of depressed and anxious moods. It is logical that an intervention 
that targets both self-harm and emotional dysregulation is more likely to benefit a group who 
exhibit these difficulties than one that is less symptomatic in these areas. Consistent with this 
proposition, the self-good/self-bad group showed medium and large effect sizes associated with 
their significant changes in self-harm, suicide attempts, and fear of particular emotions, whereas 
the self-good/other-bad group showed no significant change. Whilst this conclusion is consistent 
with the target group for which DBT was designed, it highlights that this approach may not be as 
useful for a subgroup of those with BPD. 
Previous researchers have found that those with BPD respond differently to DBT 
interventions in accordance with their baseline levels of self-harm (Verheul, et al., 2003). The 
present study followed a similar procedure and, using a median a split, created high, medium, and 
low groups of participants from the full sample (n = 60) on the basis of their self-harm acts. 
Amongst those who completed the program, there was no significant relationship between cluster 
membership and self-harm group membership. This finding suggests that the difference in 
treatment response between the two clusters is not simply an artefact of the severity of self-harm. 
The difference between this finding and that of Verheul et al.’s (2003) may be explained by the 
use of different measures of self-harm. The current results are consistent with the suggestion that 
the differences in treatment response between participants are a result of a broad profile of 
differences, rather than differences on one particular measure. 
The difference in changes between the two groups is of particular importance when 
considered alongside the results of the intervention, excluding the cluster grouping variable. For 
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example, examination of the data from all the program completers revealed that they showed 
significant changes on eleven of the outcome variables. Despite this, the effect sizes associated 
with the changes were universally smaller than the magnitude of the changes on the same 
variables for the self-good/self-bad cluster. Examination of the data from all completers did not 
indicate the results that were observed in the self-good/other-bad cluster. More specifically, 
examining treatment outcome using all participants obscured the finding that 37.5% of the 
sample showed significant change on only one variable.  
 
5.5.1 Implications 
The results of this study further inform the utility of attempts to subtype BPD. Not only 
do such attempts enhance theoretical understanding of the disorder, but the current results show 
that they can meaningfully inform interpretations of outcome data. Given the discrepancy 
between the outcome data derived from ‘subtypes’ in comparison to that derived from the 
‘whole’ group of participants, future studies should examine how these and other subgroups of 
BPD respond to interventions. However, in order to understand the utility of the differences 
between the groups in the current study, the clinical significance of their changes needs to be 
examined. This question will be addressed in Chapter Six. Further, follow-up data should be 
examined in order to determine whether change is differentially maintained over time between 
the clusters. 
To examine whether the differences between the group’s outcomes in the current study 
were due to the salience of the intervention to their symptoms or to other factors, future research 
should examine the two groups’ response to different types of interventions. This raises the 
additional question of what treatment approach would most benefit participants in the self-
good/other-bad group? It is unclear from the current data whether a longer period of DBT would 
benefit participants in this cluster or whether their response to the current intervention may be 
more detectable several months following discharge.  
Alternatively, other models of intervention could be considered to best address the 
difficulties exhibited by this self-good/other-bad group. For example, a psychodynamic 
psychotherapy for more challenging, treatment-resistant presentations of BPD has been 
developed (Gregory & Remen, 2008). One of the primary aims of this treatment is to assist with 
the identifying and integration of polarized attributions of self and others. Whilst the authors 
acknowledge that many interventions target misattributions, they differentiate their techniques in 
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that rather than focusing on providing validation, the therapist nonjudgementally reflects the 
polarization of attributions in order to foster “tolerance of the rich and complex ambiguity of 
diverse perspectives (Gregory & Remen, 2008, p. 19). This practice may better suit those in the 
self-good/other-bad cluster as direct, non-judgmental reflection of the polarized attributions from 
another (e.g., therapist) may be less easy to externalize than the introspection and self-awareness 
required from mindfulness-based interventions. Preliminary results from a trial of this treatment 
indicate that participants showed significant improvement in parasuicide behaviour, alcohol 
misuse, institutional care, depression, dissociation, and core symptoms of BPD (Gregory, et al., 
2008). 
Although these initial results are promising, a recent study found that both transference-
focused psychotherapy (TFP) and schema-focused therapy (SFT) were effective in reducing 
BPD-specific and general psychopathologic dysfunction, however, SFT was more effective than 
TFP for all measures (Giesen-Bloo, et al., 2006). Rather than attempting to reduce the 
psychopathologic dysfunction of BPD, SFT aims to effect overall personality change. This 
difference in aim compared to DBT may make SFT a more salient and appropriate intervention 
for those in the self-good/other-bad subgroup given that parasuicide levels were generally lower 
in range than those in the self-good/self-bad subgroup; “It can be argued that DBT and MBT 
[mentalization-based treatment] are possibly most optimal for a subgroup of patients with BPD 
who have prominent parasuicidal abnormalities, whereas SFT and TFP are meaningful for the 
wide range of patients with BPD” (Giesen-Bloo, et al., 2006, p. 657). 
 
5.5.2 Limitations 
This study was limited by several factors. First, the small sample size raised issues of the 
power associated with the statistical tests. This may have affected the detectability of true 
changes in the scores of those in self-good/other-bad cluster. Second, the use of nonparametric 
tests to deal with the sample’s non-normal distributions limited the choice of the analyses. For 
example, both the sample size and the use of nonparametric tests prevented the use of 
multivariate statistics and examination of interaction effects to examine group differences. Third, 
as the SCID-II was not administered upon discharge from the program, it is unclear to what 
degree the changes observed across the range of outcome measures reflected reductions in actual 
BPD criteria. Fourth, as this study was not a randomized controlled trial (RCT) it is unable to 
definitively account for threats to internal validity. For example, participants may have improved, 
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or not significantly changed, between admission and discharge due to a range of factors other 
than the treatment provided by Spectrum.  
 
5.6 Conclusion 
The current results demonstrated the utility of attempting to identify subgroups within 
BPD. Analysing the outcomes of a DBT-based residential treatment program suggested that the 
intervention was more effective for participants in the group characterized by attribute the causes 
of both positive and negative events as something to do with themselves. The following Chapter 
will investigate whether this differential response to treatment between the subgroups remains 
when the clinical significance of their changes is examined. The current results have implications 
for understanding what type of treatment works best for particular presentations of BPD rather 
than applying an intervention to the population as if it were homogenous.  
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- Chapter Six - 
The clinical significance of psychotherapy outcomes 
for two subgroups of BPD 
 
The results from the previous chapter showed a differential treatment response between 
two subgroups of participants with BPD. These results strengthen arguments for subtyping BPD 
and analysing which profile of participants responds best to particular interventions. However, 
whilst statistical significance and effect sizes are often used in psychotherapy outcome research, 
their use in evaluating the efficacy of treatments is limited in several ways (Campbell, 2005; 
Jacobson & Truax, 1991). For example, the use of pre-test and post-test group scores provide no 
information about treatment effects for individuals, statistical significance tests do not articulate 
the clinical relevance of the results, nor is the proportion of individuals who improve able to be 
calculated (Jacobson, Follette, & Revenstorf, 1984; Wise, 2004). 
In order to compliment the understanding of treatment outcome results from these 
statistics the concept of clinical significance has been proposed. However, various definitions of 
clinical significance and methods for calculating the construct have been proposed (Campbell, 
2005). For example, some researchers define clinical significance as a treatment’s “ability to 
meet standards of efficacy set by consumers, clinicians, and researchers” (Jacobson & Truax, 
1991, p. 12). Other researchers use the concept to refer to “whether the intervention makes a 
real…difference in the everyday life to the clients or to others with whom the client interacts” 
(Kazdin, 1999, p. 332). 
In a widely recognized paper, Jacobson and Truax (1991) proposed several different 
criteria that can be used to judge the clinical significance of treatment outcome results in relation 
to dysfunctional and functional populations that have been widely adopted in outcome research 
(Abramowitz, 1998; Bohus, et al., 2004; Koons, et al., 2001; Seggar, Lambert, & Hansen, 2002; 
Sheldrick, Kendall, & Heimberg, 2001):  
 
(a) The level of functioning subsequent to therapy should fall outside the range of the 
dysfunctional population, where range is defined as extending to two standard deviations 
beyond (in the direction of functionality) the mean for that population. 
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(b) The level of functioning subsequent to therapy should fall within the range of the 
functional or normal population, where range is defined as within two standard deviations 
of the mean of that population. 
(c) The level of functioning subsequent to therapy places that client closer to the mean of the 
functional population that it does to the mean of the dysfunctional population. 
 
Jacobson and Truax (1991) note that when the dysfunctional and functional distributions 
overlap “it is possible for post-test scores to cross the cutoff point yet not be statistically reliable” 
(p. 14) as most psychological measures do not produce scores with perfect reliability (Campbell, 
2005). To protect against this, Jacobson and Truax (1991) proposed the calculation of a Reliable 
Change Index (RCI) in order to determine whether a change in test score is due to chance 
variation or fluctuations of an imprecise measuring instrument or rather to an actual change in the 
underlying characteristic (Jacobson & Truax, 1991; Seggar, et al., 2002). They propose that if the 
RCI is larger than 1.96, then there is a 95% probability level that real, reliable change has 
occurred (Jacobson & Truax, 1991). 
To summarise these concepts, in order for a treatment effect to be clinically significant it 
must (a) be proven to be statistically reliable (RCI) and (b) where normative data is available, the 
individual must pass from the dysfunctional distribution to the functional distribution (CS) 
(Jacobson, et al., 1984; Jacobson & Truax, 1991). Wise (2004) suggests further interpretation on 
the basis of these criteria: “one could then classify each individual in a treatment outcome study 
as Recovered (passed both CS normative and RCI criteria), Improved (passed RCI criteria alone), 
Unchanged/Indeterminate (passed neither), or Deteriorated (passed RCI in the negative 
direction)” (p. 52). The utility of similar criteria to those suggested by Wise (2004) has received 
little attention by researchers. Initial studies have shown mixed results and are likely to have been 
affected by the sensitivity of measures used and other methodological constraints (Lunnen & 
Ogles, 1998). 
The concepts of reliable change and clinical significance have been subject to criticisms 
and have undergone several refinements over time. For example, whilst test-retest reliability was 
originally the reliability coefficient used to calculate the RCI, another commonly used reliability 
estimate is the alpha coefficient (Campbell, 2005; Seggar, et al., 2002). Martinovich, Saunders, 
and Howard (1996) discuss the difficulty of calculating accurate test-retest reliabilities in 
psychotherapy samples, given that the change can occur even before treatment begins. As a 
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result, they state test-retest reliabilities in such samples are likely “to be deflated by real 
individual differences in treatment response” (Martinovich et al., 1996, p. 130) and suggest that 
internal consistency reliability is more appropriate. Further alterations to the original RCI formula 
have been made. For example, whilst the RCI has often been used in evaluating the reliability of 
an individual’s change, the approach has been adapted for use in assessing the reliability of a 
group’s change scores (Abramowitz, 1998).  
Many definitions regarding clinical significance involve determining that not only is a 
participant’s score no longer dysfunctional, but that it is within the distribution of scores of a 
functional/normal population. This method allows the assessment of the “effectiveness of a 
treatment against a standard independent of the initially disordered individuals” (Kendall, Marrs-
Garcia, Nath, & Sheldrick, 1999, p. 286). However, it is not always possible to identify an 
appropriate normative group. This had led to some researchers (e.g.,  Tingey, Lambert, 
Burlingame, & Hansen, 1996) proposing the use of multiple samples to form normative 
continuum, rather than have participants move across a cut-point from dysfunctional to 
functional. Other researchers (e.g.,  Martinovich, et al., 1996) have noted difficulties associated 
with this method, whilst others (e.g.,  Wise, 2004) propose that the return to normal criterion may 
not be appropriate for personality disorders due to the chronicity and waxing and waning of 
intensity of symptoms.   
Despite difficulties in identifying normative samples, Kazdin (1999) points out that 
“identical scores within the normative range from someone in a community sample and someone 
referred for treatment who has improved may not have the same meaning or correlates” (p. 335).  
Further, Kazdin (2001) suggests that using the normative range as a criteria may be too vague and 
that solely measuring symptom change may not inform researchers as to the day to day clinical 
impact of the changes (Kazdin, 1999). Whilst the research on how to measure the day-to-day 
clinical impact of interventions is still in its infancy, suggestions have been made as to how to 
address the limitations of the current methods. For example, using multiple measures of the 
constructs of interest is a way of estimating the multifaceted nature of the construct of clinical 
significance (Kazdin, 1999, 2001) and provides “important information for researchers to use in 
targeting segments of the treatment to be improved” (Kendall, et al., 1999, p. 294). 
Two treatment outcomes studies using BPD samples investigated the clinical significance 
of their findings according to Jacobson and Truax’s (1991) criteria ‘c’. Koons et al.’s (2001) 
results show that the proportion of participants in the DBT group who exhibited clinically 
74 
 
significant changes on measures of depression, hopelessness, anger, and dissociation was 
typically higher than those in the treatment as usual condition. Not only do these results highlight 
the magnitude of the symptom reduction, but the use of multiple measures provides insight into 
the possible clinical impact of the intervention. Using a measure that reflected a range of 
symptoms, Bohus et al. (2004) found that 41.9% of their participants had reliable and clinically 
significant decreases in symptomatology following the intervention. Given this bimodal 
distribution, the researchers made several attempts to identify pre-test variables that would 
discriminate between responders and non-responders.  
Whilst Bohus et al.’s (2004) attempts to differentiate between responders and non-
responders were unsuccessful, the differences between responders and non-responders may be 
related to particular subgroups of BPD. For example, the results of Chapter Five illustrate a 
differential response to treatment between two previously identified subgroups of BPD. The 
present study sought to determine the degree to which the outcomes from a residential treatment 
program for BPD are reliable and clinically significant. More specifically, the study sought to 
analyse the clinical significance of the outcomes for the self-good/self-bad and self-good/other-
bad subgroups of BPD.  As “it is clear that only evaluating group means does not provide a 
comprehensive picture of the intervention effects” (Campbell, 2005, p. 222), the proportion of 
participants who demonstrated both clinically significant change and deterioration within each 
subgroup was examined. By investigating these questions, the present study sought to expand 
upon the existing literature on the need to subtype BPD. 
The hypotheses for the present study follow those developed in Chapter Five. More 
specifically, given their attributional style, higher levels of self-harm and fear of losing control of 
particular emotions, it was expected that participants in the self-good/self-bad subgroup would 
show higher levels of reliable and clinically significant change than those in the self-good/other-
bad subgroup after participating in a DBT-based residential treatment program. 
 
6.1 Method 
6.1.1 Participants  
Participants were from Spectrum’s intensive residential therapy program for severe or 
borderline personality disorder in Victoria (for a more detailed description, see Chapter Three). 
For the purposes of the current study, only those participants who had a ‘key diagnosis’ of 
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borderline personality disorder, and data available from both admission and discharge periods 
were included in the following analyses (n = 40). 
 
6.1.2 Measures 
In order to comprehensively examine the multifaceted nature of the clinical significance 
of Spectrum’s intervention on participants’ psychological functioning, a large battery of 
psychometric instruments were used as outcome measures. These inventories included the 
Internal, Personal, and Situational Attributions Questionnaire (IPSAQ: Kinderman & Bentall, 
1996), the Beck Depression Inventory-II (BDI-II: Beck, Steer, & Brown, 1996), the Revised 
Ways of Coping Checklist (WCCL: Vitaliano, et al., 1985), the Dissociative Experiences Scale 
(DES: Bernstein & Putnam, 1986), a service-specific adaptation of the Parasuicide History 
Interview (PHI: Linehan, et al., 1989), and the Affective Control Scale (ACS: Williams, et al., 
1997). Further detail regarding these measures is found in the General Method chapter. 
 
6.1.3 Procedure 
The overall aim of the program was to assist participants in the establishment of the 
interpersonal, emotional regulation, and crisis skills to be better able to manage their lives on 
discharge. To achieve this, the program incorporated adapted DBT skills training that emphasized 
distress tolerance, emotional regulation, and interpersonal effectiveness.  The program also 
emphasized the importance of experiential components such as community meetings, celebrations, 
safety meetings, and experiential groups to facilitate modelling and coaching of appropriate 
behaviour and peer support (Hulbert & Thomas, 2007).  For a more detailed description of the 
treatment program, see Chapter Five. Outcome measures were administered within the first and 
last two weeks of the program. 
In order to examine clinical significance in the context of Jacobson and Truax’s (1991) 
criteria ‘c’ (scores moving from dysfunctional to functional) normative data for the measures 
used in the study was drawn from a variety of published sources in the interest of time and 
economics. Where possible every effort was made to select a normative sample that was a closely 
representative to the current sample as possible (Kendall, et al., 1999). For example, as the only 
data presently available on the psychometric characteristics of the BDI-II are located in the 
manual and pertain to both psychiatric outpatients and college students, the normative data for the 
BDI-II used in the current study was drawn from Segal, Coolidge, Cahill, and O’Riley  (2008). 
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Normative data for the DES came from Ross, Joshi, and Currie’s (1991) general population 
study. 
The normative data for the IPSAQ was drawn from Kinderman and Bentall (1996) due to 
the limited normative and reliability data from other studies utilizing the measure. Similarly, the 
normative data for the ACS was drawn from Williams (1992), and the WCCL from Vitaliano et 
al. (1985). In relation to the PHI, psychometric data was only available for the self-harm acts 
variable. This data was drawn from Linehan et al.’s (1991) participant’s scores 8-12 months after 
treatment and represented the lowest frequency of self-harm acts and thus the closest 
approximation to a normal population. Number of suicide attempts were not included in the 
following analyses as psychometric data was not available in order to calculate the RCI. 
 
6.2 Results 
 
 The clinical significance of Spectrum’s intervention was examined according to Jacobson 
and Truax’s (1991) methodology and criteria. The RCI and criteria ‘c’ cut-offs were calculated 
using the ‘Reliable and Clinical Change Generator’ from the ‘Clin Tools’ software package 
(Devilly, 2005). Scores were additionally classified using Wise’s (2004) definitions of change: 
Recovered (passed both CS normative and RCI criteria), Improved (passed RCI criteria alone), 
Unchanged/Indeterminate (passed neither), or Deteriorated (passed RCI in the negative 
direction). The clinical significance of the self-good/self-bad groups scores are presented in Table 
6.1, the self-good/other-bad’s in Table 6.2, and all completers’ in Table 6.3. 
Table 6.1 shows that, as a group, the self-good/self-bad cluster showed reliable 
improvement on measures of depression, self-harm acts, and fear of losing control over anxiety. 
This cluster met criteria ‘b’ for clinical significance on this last variable; scores moved to within 
the functional range. Further, this group was deemed to have recovered in relation to their use of 
problem-focused coping. 
Table 6.2 shows that, as a group, the self-good/other-bad cluster showed reliable 
improvement on measures of depression and self-harm acts. This cluster met criteria ‘b’ for 
clinical significance in relation to their scores for depressive symptoms; scores moved to within 
the functional range. Further, this group was deemed to have recovered in relation to their use of 
problem-focused coping. Table 6.3 shows that when all completers of the program were analysed 
together, they showed improvement on measures of depression and self-harm acts. They did not 
meet the recovery or any other criteria for clinical significance on any other variables. 
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Table 6.1 
Outcome measurement for self-good/self-bad cluster 
 Self-good/self-bad  
cluster (n = 25)  
    
 Admission 
scores 
Discharge 
scores 
 
    
Outcome measures M  
(SD) 
M  
(SD) 
RCI Recovered Improved Unchanged Deteriorated 
Adapted PHI 
 - Self-harm acts  
44.24  
(86.75) 
12.12  
(25.23) -49.32* No Yes No No 
        
WCCL  
 - Problem-focused  
1.02  
(0.52) 
1.67  
(0.57) 2.38* Yes Yes No No 
 - Seek Social Support  1.67  (0.62) 
2.08  
(0.70) 0.94 No No Yes No 
 - Emotion-focused  2.16  (0.52) 
1.96  
(0.59) -0.47 No No Yes No 
        
ACS  
 - Anger  
5.34  
(0.92) 
4.90  
(1.02) -0.68 No No Yes No 
 - Positive  4.50  (0.95) 
4.06  
(0.86) -1.02 No No Yes No 
 - Depression  6.14  (0.72) 
5.23  
(1.13) -1.76 No No Yes No 
 - Anxiety  5.36  (0.90) 
4.42  
(0.89) -2.39* No Yes No No 
        
IPSAQ 
Positive events  
 - internal attributions 
6.72  
(3.78) 
7.46  
(4.21) 0.32 No No Yes No 
 - personal attributions 5.92  (3.15) 
5.13  
(3.87) -0.36 No No Yes No 
 - situation attributions  3.36  (2.43) 
3.42  
(2.99) 0.03 No No Yes No 
 Negative events  
 - internal attributions    
12.36  
(2.97) 
9.00  
(4.93) -1.42 No No Yes No 
 - personal attributions   2.44  (2.83) 
4.83  
(4.83) 1.00 No No Yes No 
 - situation attributions 1.20  (1.47) 
2.17  
(2.51) 0.41 No No Yes No 
        
BDI-II 38.48 (9.92) 
26.40 
(14.89) -3.51* No Yes No No 
DES 35.06 (14.32) 
27.76 
(19.76) -0.97 No No Yes No 
Note: WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational Attributions 
Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; DES = 
Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
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Table 6.2  
Outcome measurement for self-good/other-bad cluster 
 Self-good/other-bad 
cluster (n = 15)  
    
 Admission 
scores 
Discharge 
scores 
 
    
Outcome measures M  
(SD) 
M  
(SD) 
RCI Recovered Improved Unchanged Deteriorated 
Adapted PHI 
 - Self-harm acts  
15.47 
(20.59) 
12.14 
(18.44) -5.11* No Yes No No 
        
WCCL  
 - Problem-focused  
1.53 
(0.35) 
1.68 
(0.50) 0.55 No No Yes No 
 - Seek Social Support  1.74 (0.65) 
2.16 
(0.42) 0.97 No No Yes No 
 - Emotion-focused  2.20 (0.31) 
2.03 
(0.42) -0.40 No No Yes No 
        
ACS  
 - Anger  
4.83 
(0.74) 
4.60 
(0.88) -0.36 No No Yes No 
 - Positive  4.23 (0.55) 
4.14 
(0.74) -0.21 No No Yes No 
 - Depression  5.12 (0.85) 
4.94 
(0.68) -0.35 No No Yes No 
 - Anxiety  4.67 (0.65) 
4.43 
(0.76) -0.61 No No Yes No 
        
IPSAQ 
Positive events  
 - internal attributions 
9.13 
(2.93) 
8.60 
(2.64) -0.23 No No Yes No 
 - personal attributions 3.33 (2.16) 
4.00 
(2.95) 0.31 No No Yes No 
 - situation attributions  3.53 (1.92) 
3.40 
(2.06) -0.06 No No Yes No 
 Negative events  
 - internal attributions    
5.00 
(2.78) 
4.47 
(2.70) -0.22 No No Yes No 
 - personal attributions   7.00 (3.42) 
8.13 
(3.14) 0.47 No No Yes No 
 - situation attributions 4.00 (2.51) 
3.40 
(2.41) -0.25 No No Yes No 
        
BDI-II 31.00 (7.48) 
21.80 
(10.00) -2.68* No Yes No No 
DES 21.51 (11.03) 
20.99 
(13.30) -0.07 No No Yes No 
Note: WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational Attributions 
Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; DES = 
Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
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Table 6.3  
Outcome measurement for all program completers 
 Total sample of 
program completers 
(n=40) 
 
    
 Admission 
scores 
Discharge 
scores 
 
    
Outcome measures M  
(SD) 
M  
(SD) 
RCI Recovered Improved Unchanged Deteriorated 
Adapted PHI 
 - Self-harm acts  
33.45 
(70.58) 
12.13 
(22.77) -32.74* No Yes No No 
        
WCCL  
 - Problem-focused  
1.21 
(0.52) 
1.67 
(0.54) 1.68 No No Yes No 
 - Seek Social Support  1.70 (0.63) 
2.11 
(0.61) 0.94 No No Yes No 
 - Emotion-focused  2.18 (0.45) 
1.99 
(0.53) -0.45 No No Yes No 
        
ACS  
 - Anger  
5.15 
(0.88) 
4.79 
(0.97) -0.56 No No Yes No 
 - Positive  4.40 (0.83) 
4.09 
(0.81) -0.72 No No Yes No 
 - Depression  5.76 (0.91) 
5.12 
(0.99) -1.24 No No Yes No 
 - Anxiety  5.10 (0.87) 
4.43 
(0.84) -1.70 No No Yes No 
        
IPSAQ 
Positive events  
 - internal attributions 
7.63 
(3.64) 
7.90 
(3.69) 0.12 No No Yes No 
 - personal attributions 4.95 (3.06) 
4.69 
(3.55) -0.12 No No Yes No 
 - situation attributions  3.43 (2.23) 
3.41 
(2.64) -0.01 No No Yes No 
 Negative events  
 - internal attributions    
9.60 
(4.61) 
7.26 
(4.73) -0.99 No No Yes No 
 - personal attributions   4.15 (3.76) 
6.10 
(4.52) 0.82 No No Yes No 
 - situation attributions 2.25 (2.34) 
2.64 
(2.52) 0.17 No No Yes No 
        
BDI-II 35.67 (9.70) 
24.67 
(13.32) -3.20* No Yes No No 
DES 29.97 (14.63) 
25.22 
(17.74) -0.63 No No Yes No 
 
Note: WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational Attributions 
Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; DES = 
Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
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As heterogeneity of within and between group differences can be obscured when the 
clinical significance of group means is examined (Campbell, 2005), the proportion of participants 
within each subgroup who met the clinical change criteria was calculated. The results for the self-
good/self-bad participants are presented in Table 6.4, the self-good/other-bad participants in 
Table 6.5, and all completers in Table 6.6. 
 
Table 6.4 
Outcome measurement for self-good/self-bad cluster 
 Self-good/self-bad cluster  
(n = 25) 
    
 Admission 
scores 
Discharge 
scores 
Proportion of participants (%) 
Outcome measures M (SD) M (SD) Recovered Improved Unchanged Deteriorated 
Adapted PHI 
 - Self-harm acts  44.24 (86.75) 12.12 (25.23) 16.00 60.00 24.00 16.00 
       
WCCL  
 - Problem-focused  1.02 (0.52) 1.67 (0.57) 44.00 52.00 48.00 0.00 
 - Seek Social 
Support  1.67 (0.62) 2.08 (0.70) 0.00 0.00 92.00 8.00 
 - Emotion-focused  2.16 (0.52) 1.96 (0.59) 12.00 16.00 80.00 4.00 
       
ACS  
 - Anger  5.34 (0.92) 4.90 (1.02) 24.00 28.00 68.00 4.00 
 - Positive  4.50 (0.95) 4.06 (0.86) 20.00 28.00 72.00 0.00 
 - Depression  6.14 (0.72) 5.23 (1.13) 24.00 28.00 72.00 0.00 
 - Anxiety  5.36 (0.90) 4.42 (0.89) 24.00 52.00 48.00 0.00 
       
IPSAQ 
Positive events  
 - internal attributions 
6.72 (3.78) 7.46 (4.21) 16.00 16.00 64.00 16.00 
 - personal attributions 5.92 (3.15) 5.13 (3.87) 16.00 16.00 68.00 12.00 
 - situation attributions  3.36 (2.43) 3.42 (2.99) 8.00 8.00 84.00 4.00 
 Negative events  
 - internal attributions    12.36 (2.97) 9.00 (4.93) 28.00 32.00 60.00 4.00 
 - personal attributions   2.44 (2.83) 4.83 (4.83) 24.00 28.00 64.00 4.00 
 - situation attributions 1.20 (1.47) 2.17 (2.51) 12.00 12.00 84.00 0.00 
       
BDI-II 38.48 (9.92) 26.40 (14.89) 28.00 56.00 40.00 4.00 
DES 35.06 (14.32) 27.76 (19.76) 24.00 32.00 64.00 4.00 
 
Note: WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational Attributions 
Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; DES = 
Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
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Table 6.4 illustrates those participants in the self-good/self-bad group who were deemed 
recovered across a range of variables. Variables on which the greatest proportion of participants 
recovered were problem-focused coping, depressive symptoms, dissociative experiences, use of 
internal and personal attributions for negative events, and fear of losing control of a range of 
emotions. Participants showed improvement on all variables except seeking social support, with 
over 50% of participants improving on measures of depression, problem-focused coping, and fear 
of losing control of anxiety. 
The variables on which the greatest proportion of participants remained unchanged 
included seeking social support, making situational attributions for positive or negative events, 
emotion-focused coping, and fear of losing control of both positive emotions and depressed 
moods. Of note, a proportion of participants were deemed to have reliably deteriorated on several 
measures, such as seeking social support, and use of internal and personal attributions for 
negative events. Four participants deteriorated in functioning on measures of self-harm. 
Moreover, for three of these participants the frequency of self-harm acts increased between 4-10, 
and one participant had 105 more acts at discharge compared to the admission assessment. 
Table 6.5 (overpage) shows that proportions of the self-good/other-bad subgroup met the 
criteria for recovery. However, for eight of the outcome measures only one participant (6.7%) 
met the criteria. Improvement was noted across a range of variables, with a substantially higher 
proportion of individuals meeting the improvement criteria on measures of depression, self-harm 
acts, and problem-focused coping than the recovered criteria. Again, for eight of the outcome 
measures, only one participant met the improved criteria. 
High proportions of participants remained unchanged on the majority of the outcome 
measurements. Further, four participants deteriorated in functioning on measures of self-harm. Of 
these four, one participant’s scores at discharge had increased by five acts, another’s by sixty-
three, one participant had one act at admission and fifteen at discharge, and one participant had 
zero self-harm acts upon admission and thirty-four upon discharge. 
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Table 6.5  
Outcome measurement for self-good/other-bad cluster 
 Self-good/other-bad cluster  
(n = 15) 
    
 Admission 
scores 
Discharge 
scores 
Proportion of participants (%) 
Outcome measures M (SD) M (SD) Recovered Improved Unchanged Deteriorated 
Adapted PHI 
 - Self-harm acts  15.47 (20.59) 12.14 (18.44) 6.70 60.00 6.70 26.70 
       
WCCL  
 - Problem-focused  1.53 (0.35) 1.68 (0.50) 6.70 20.00 80.00 0.00 
 - Seek Social 
Support  1.74 (0.65) 2.16 (0.42) 0.00 0.00 73.30 26.70 
 - Emotion-focused  2.20 (0.31) 2.03 (0.42) 6.70 6.70 86.70 6.70 
       
ACS  
 - Anger  4.83 (0.74) 4.60 (0.88) 13.30 13.30 86.70 0.00 
 - Positive  4.23 (0.55) 4.14 (0.74) 6.70 6.70 86.70 6.70 
 - Depression  5.12 (0.85) 4.94 (0.68) 20.00 26.70 66.70 6.70 
 - Anxiety  4.67 (0.65) 4.43 (0.76) 20.00 26.70 66.70 6.70 
       
IPSAQ 
Positive events  
 - internal attributions 
9.13 (2.93) 8.60 (2.64) 6.70 6.70 86.70 6.70 
 - personal attributions 3.33 (2.16) 4.00 (2.95) 6.70 6.70 80.00 13.30 
 - situation attributions  3.53 (1.92) 3.40 (2.06) 6.70 6.70 93.30 0.00 
 Negative events  
 - internal attributions    5.00 (2.78) 4.47 (2.70) 0.00 6.70 93.00 0.00 
 - personal attributions   7.00 (3.42) 8.13 (3.14) 13.30 13.30 80.00 6.70 
 - situation attributions 4.00 (2.51) 3.40 (2.41) 6.70 6.70 80.00 13.30 
       
BDI-II 31.00 (7.48) 21.80 (10.00) 20.00 53.30 40.00 6.70 
DES 21.51 (11.03) 20.99 (13.30) 0.00 6.70 80.00 13.30 
Note: WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational Attributions 
Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; DES = 
Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
83 
 
Table 6.6  
Outcome measurement for all program completers (n = 40) 
 Admission 
scores 
Discharge 
scores 
Proportion of participants (%) 
Outcome measures M (SD) M (SD) Recovered Improved Unchanged Deteriorated 
Adapted PHI 
 - Self-harm acts  33.45 (70.58) 12.13 (22.77) 12.50 60.00 17.50 20.00 
       
WCCL  
 - Problem-focused  1.21 (0.52) 1.67 (0.54) 30.00 40.00 60.00 0.00 
 - Seek Social 
Support  1.70 (0.63) 2.11 (0.61) 0.00 0.00 85.00 15.00 
 - Emotion-focused  2.18 (0.45) 1.99 (0.53) 10.00 12.50 82.50 5.00 
       
ACS  
 - Anger  5.15 (0.88) 4.79 (0.97) 20.00 22.50 75.00 2.50 
 - Positive  4.40 (0.83) 4.09 (0.81) 15.00 20.00 77.50 2.50 
 - Depression  5.76 (0.91) 5.12 (0.99) 22.50 27.50 70.00 2.50 
 - Anxiety  5.10 (0.87) 4.43 (0.84) 22.50 42.50 55.00 2.50 
       
IPSAQ 
Positive events  
 - internal attributions 
7.63 (3.64) 7.90 (3.69) 12.50 12.50 72.50 12.50 
 - personal attributions 4.95 (3.06) 4.69 (3.55) 12.50 12.50 72.50 12.50 
 - situation attributions  3.43 (2.23) 3.41 (2.64) 7.50 7.50 87.50 2.50 
 Negative events  
 - internal attributions    9.60 (4.61) 7.26 (4.73) 17.50 22.50 72.50 2.50 
 - personal attributions   4.15 (3.76) 6.10 (4.52) 20.00 22.50 70.00 5.00 
 - situation attributions 2.25 (2.34) 2.64 (2.52) 10.00 10.00 82.50 5.00 
       
BDI-II 35.67 (9.70) 24.67 (13.32) 25.00 55.00 40.00 5.00 
DES 29.97 (14.63) 25.22 (17.74) 15.00 22.50 70.00 7.50 
Note: WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational Attributions 
Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; DES = 
Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
Table 6.6 shows that when not examined by their subgroup membership, a proportion of 
participants of the intervention met the recovery criteria on every variable except seeking social 
support. Further, the proportion of participants who met the improved criteria for these variables 
was typically greater than those who met the recovered criteria. Again, participants met the 
criteria for having deteriorated on several variables, the highest proportions being for self-harm 
acts, seeking social support, and internal and personal attributions for positive events. 
Not only did a proportion of participants in both groups increase their use of self-harm 
acts, but a proportion also showed increases in dissociative experiences and fear of losing control 
of emotions. Given the previously established relationships between self-harm, dissociation, and 
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affect regulation (Brodsky, et al., 1995; Klonsky, 2007; Linehan, 1993a; Michel, et al., 1994), the 
relationship between these variables (using discharge scores) in the present sample was 
examined. A series of Spearman’s Rank Order Correlations was performed using data from only 
those who deteriorated on measures of self-harm acts. The results from these analyses are found 
in Tables 6.7 and 6.8. 
 
Table 6.7 
Spearman’s Rank Order Correlations for self-good/self-bad self-harm deteriorators (n = 4) 
Outcome 
measures 
Self-harm 
acts DES 
ACS  
Anger 
ACS 
Positive 
ACS 
Depression 
ACS 
Anxiety 
Self-harm acts  1.00 .00 -.20 -.40 .80 .00 
DES 
 1.00 
.40 .80 .40     .99** 
ACS  
 - Anger  
  1.00 
.00 -.40 .40 
 - Positive     1.00 .20 .80 
 - Depression      1.00 .40 
 - Anxiety       1.00 
Note: ACS = Affective Control Scale; DES = Dissociative Experiences Scale 
 
 As is evident from the inspection of Table 6.7, there was a large positive relationship 
between self-harm acts and fear of losing control of depressed mood, p = .20, and a medium 
negative correlation between self-harm acts and fear of losing control of positive moods, p = .60. 
There were also large positive correlations between dissociative experiences and fear of losing 
control of both positive, p = .20 moods. Only the correlation between dissociative experiences 
and fear of losing control of anxious moods was statistically significant, p = .01. 
Table 6.8 
Spearman’s Rank Order Correlations for self-good/other-bad self-harm deteriorators (n = 4) 
Outcome 
measures 
Self-harm 
acts DES 
ACS  
Anger 
ACS 
Positive 
ACS 
Depression 
ACS 
Anxiety 
Self-harm acts  1.00 .00 .80 .60 .40 .20 
DES 
 1.00 
-.40 -.80 -.20 .40 
ACS  
 - Anger  
  1.00 
.80 .80 .40 
 - Positive     1.00 .40 -.20 
 - Depression      1.00 .80 
 - Anxiety       1.00 
Note: ACS = Affective Control Scale; DES = Dissociative Experiences Scale 
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As examination of Table 6.8 shows there were large positive relationships between self-
harm acts and fear of losing control of anger, p = .20, and positive moods, p = .40 . Further, there 
was a medium positive correlation between self-harm acts and fear of losing control of depressed 
moods, p = .60. There was also a large positive correlations between dissociative experiences and 
fear of losing control of positive moods, p = .20, and a medium negative correlation between 
dissociative experience and fear of losing control of anger, p = .60. None of these correlations 
were statistically significant. 
Inspection of participant scores indicated that there was considerable variation amongst 
those who met the criteria for improved (RCI only) and those who met the recovered criteria 
(passed both CS normative and RCI criteria). To comprehensively examine the magnitude of 
these variations, the proportion of participants whose scores had reliably changed and decreased 
by 10, 25, and 50% are presented in Table 6.9. Several outcome measures were not included in 
this analysis as the direction which a score had to change was highly idiosyncratic. 
Examination of Table 6.9 shows that the proportion of participants whose scores had 
decreased by 10% is identical to the proportion who met the respective improved criteria in 
Tables 6.4 and 6.5. For self-harm acts there were similar decreases across both subgroups. In 
particular, far higher proportions of participants from both groups met the 50% decrease criteria 
compared to the recovered criteria for self-harm acts.  The proportion of those in the self-
good/self-bad subgroup who met the 25% decrease criteria for the ACS variables was typically 
greater than those who met the recovered criteria. However, for those in the self-good/other-bad 
subgroup, a 25% decrease in ACS scores was synonymous with recovered for both fear of losing 
control of anger or positive moods, whereas for ACS-Depression, and ACS-anxiety, the 
proportion showing a 25% decrease in scores was less than those who met the recovered criteria. 
 
Table 6.9 
Incremental improvements in scores by subgroups on selected measures 
  Self-good/self-bad 
(n = 25)  
Self-good/other-bad 
(n = 15) 
Variable 10%   25%   50%   10%   25%   50%   
BDI-II 56.00 52.00 28.00 53.00 46.70 26.70 
DES 32.00 32.00 24.00 6.70 6.70 0.00 
Self-harm acts 60.00 56.00 56.00 60.00 60.00 53.30 
ACS  - Anger  28.00 24.00 0.00 13.30 13.30 0.00 
          - Positive  28.00 24.00 0.00 6.70 6.70 0.00 
          - Depression  28.00 28.00 0.00 26.70 13.30 0.00 
          - Anxiety  52.00 28.00 4.00 26.70 13.30 0.00 
Note: ACS = Affective Control Scale; DES = Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
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6.3 Discussion 
The current study aimed to explore the clinical significance of the differential treatment 
response previously identified between two subgroups of participants with BPD. The results 
supported the prediction that those in the self-good/self-bad subgroup would show more 
clinically significant changes than participants in the self-good/other-bad subgroup. 
 
6.3.1 Recovery and improvement 
When outcome measures were examined using group means, individuals in the self-
good/self-bad cluster had recovered on measures of problem-focused coping, whereas those in 
the other subgroup did not meet the recovery criteria for any variables. Similarly, the self-
good/self-bad subgroup showed reliable improvement on measures of depression, problem-
focused coping, and fear of losing control of anxiety. In contrast, the self-good/other-bad group 
reliably improved only on measures of depression. 
 Consistent with previous findings (e.g., Campbell, 2005), examining the proportion of 
participants within each subgroup who met the criteria for clinically significant change showed 
that examination of group means alone does not provide a comprehensive understanding of the 
intervention effects.  For example, a proportion of participants in the self-good/self-bad group 
were deemed recovered on every variable except seeking social support. Further, for each 
outcome variable the proportion of participants meeting the recovered criteria in the self-
good/self-bad group was higher than those meeting the criteria in the self-good/other-bad group. 
The magnitude of this difference in proportions was particularly noted on measures of 
dissociation, problem-focused coping, use of internal attributions for negative events, and fear of 
losing control of positive emotions.  Further, whilst a proportion of participants in the self-
good/other-bad cluster met the recovered criteria on thirteen of the outcome variables, for eight of 
these variables only one participant (6.7%) met the criteria. Therefore, the self-good/self-bad 
group had a large proportion of participants meeting the recovered criteria and on more outcome 
measures compared to the self-good/other-bad group. 
 The magnitude of the difference in proportion of participants meeting the improved 
criteria varied more between groups. The proportions meeting the improved criteria for self-harm 
acts, depressive symptoms, fear of losing control of depressed mood, and using situational 
attributions for positive events were identical or very similar between the groups. However, for 
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all other outcome measures, the proportion of participants meeting the improved criteria was 
lower in the self-good/other-bad group compared to the self-good/self-bad group. 
 It should be noted that inspection of the data indicated that some participants had 
extremely low scores on certain IPSAQ subscales upon admission measurements and extremely 
high scores upon discharge measurement. For some of these variables, this type of change may 
qualify the participant to meet the recovered status. However, this type of change may signify 
that the participant’s thinking remained dichotomous with the polarities of attribution reversed.  
 Taken together, the findings of this study suggest that the intervention had a positive 
effect for participants in both groups, however a greater proportion of those in the self-good/self-
bad group showed benefits and to a greater degree than those in the self-good/other-bad group. 
As discussed in Chapter Five, this differential response to the intervention may be explained by a 
number of factors. First, the attributional profile of the self-good/self-bad group may make them 
more amenable to learning and implementing the strategies as they see themselves as being more 
of the causal agent for events. Conversely, given that the self-good/other-bad attributional profile 
is thought to protect against feelings of humiliation and enhance self-esteem (Gregory, 2007), 
participants in this group may feel that there is less of an incentive learn and adopt strategies if 
they themselves are not responsible for the cause of unpleasant events in their lives. Second, 
given the higher baseline levels of self-harm, fear of losing control of particular emotions, and 
problem-solving of participants in the self-good/self-bad group, the DBT-based intervention may 
have been more salient to their difficulties and thus more effective. 
 A third possible explanation of this difference in clinical significance between the groups 
is that “domains other than symptoms may be more important in defining the clinical 
significance” (Kazdin, 2001, p. 457). For example, it could be possible for participants to have 
made a clinically important change, even though they do not fall within the normative range on 
the current outcome measures (Kazdin, 1999). More specifically, whilst those in self-good/other-
bad group may have lower proportions of participants meeting the recovered criteria on measures 
of symptoms, they may show other day-to-day improvements as a result of the intervention. 
Kazdin (2001) suggests that quality of life measures could be used in addition to measures of 
symptoms in order to capture these types of improvements. 
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6.3.2 Unchanged 
Across both subgroups, the majority of participants met the unchanged criteria for most of 
the outcome variables. Rather than suggesting the intervention was not beneficial for these 
participants, this finding may be explained by several factors. First, lack of symptomatic 
improvement does not imply that other clinically important changes were not produced but rather 
non-symptomatic changes were not measured in the current study. Second, given the residential 
setting of the program, it may be that participants begin to use the skills taught in the intervention 
more upon discharge and thus show more symptomatic improvement several months post-
discharge. Examination of this hypothesis is beyond the scope of the present study and future 
research should investigate follow-up data to explore symptomatic improvement over time. 
 
6.3.3 Deterioration 
Whilst it was important to examine how the intervention appeared to positively affect 
participants, results highlighted that some participants’ functioning showed deterioration on some 
measures. Deterioration was defined as a score reliably changing in the opposite direction to that 
of the functional distribution. Whilst individuals from both groups showed deterioration on 
seeking social support, the proportion of participants was greater for the self-good/other-bad 
group. Given the number of co-morbid personality disorders, attributional profiles, and general 
symptomatology of BPD, it could be argued that a treatment aim was to reduce reliance on others 
in order to cope, and to increase self-efficacy and tolerance of distress. This being so, a reliable 
reduction in seeking social support scores may not represent a true ‘deterioration.’  
Similarly, interpretation of both the meaning of recovered/improvement and deterioration 
on the IPSAQ subscales was made difficult due to the idiosyncrasies of each participant’s 
attributional profile. For example, one participant who deteriorated on use of personal attributions 
for positive events met the recovered criteria for use of personal attributions for negative events. 
Another showed similar results, deteriorating for use of personal attributions for positive events, 
but recovering on use of situational attributions for negative events. Both of these participants 
were from the self-good/other-bad group. In this context, the results for these individuals 
indicated that they attributed positive events to being caused by other people less often and 
attributed negative events as being caused by others or situational factors less often. As the self-
good/other-bad’s attributional profile is thought to function to protect against feelings of 
humiliation and enhance self-esteem, the deterioration and recovery of these two participants may 
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be a clinically desirable outcome. For example, the change may reflect a more stable sense of self 
and, thus, less of need to attribute negative events to others. However, other participants’ results 
did not offer as clear an interpretation as they showed only deterioration on one or several IPSAQ 
variables whilst not meeting the recovered criteria for any. 
The finding that four participants from each subgroup reliably increased their use of self-
harm acts (deterioration criteria) is concerning, particularly given the magnitude of some of these 
increases e.g. 4-105 acts. Given that self-harm is thought to be used as a strategy to regulate 
emotion (Linehan, 1993a; Michel, et al., 1994) or end dissociation (Klonsky, 2007) findings that 
a proportion of participants from both group’s scores also increased on measures of dissociation 
or fear of losing control of emotions is disconcerting. Correlation analyses to examine the 
potential relationship between these variables for participants who deteriorated on self-harm were 
conducted. Results indicated that for the self-good/other-bad group as self-harm acts increased, 
so too did participants’ fear of losing control of anger, and positive and depressed moods. For the 
self-good/self-bad group, as self-harm acts increased, fear of losing control of depressed and 
positive moods increased. It is important to note that whilst these analyses produced large and 
medium correlation coefficients, they were not statistically significant. This was thought to be the 
result of low power given the small sample size (n = 4). The interpretation of these relationships 
was made difficult by further findings. For example, only one of the eight participants who 
deteriorated on self-harm acts deteriorated on fear of losing control of positive mood and none 
deteriorated on fear of losing control of depressed mood. Further, one participant met the criteria 
for improved on fear of losing control of depressed mood, and another met the recovered criteria.  
These participants may have developed a pattern of chronic avoidance in order to manage 
their fear of positive or depressed moods. As the intervention involved discussing or experiencing 
elements of these feared emotions, these participants’ avoidance may have precluded habituation, 
resulting in increased distress, with self-harm use increasing to reduce this additional distress. 
Alternatively, stressors external to the program that participants encountered via telephone or 
whilst on leave may also explain the increase in self-harm acts. Regardless, the level of 
association between the increase in self-harm acts and increases of fear of positive or depressed 
mood remains unclear. Given its serious nature, future research should investigate why 
participants may increase their use of self-harm. 
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6.3.4 Comparison to other studies measuring clinical significance 
The current results show that the proportion of participants in Spectrum’s intervention 
who met the criteria for clinically significant change on the BDI and the DES was substantially 
less than in Koons et al.’s (2001) study. Several factors may explain this difference. First, the 
present study used data from different sources to Koons et al. (2001) to define the ‘functional’ 
range of participants and this may have set more stringent criteria, resulting in less participants 
moving from the dysfunctional to functional range. Second, eighty percent of their sample had 
completed some college whereas 42.5% of the current participants had not completed high 
school. As such, participants from the current sample may have had lower psychosocial or 
intellectual functioning than those in Koons et al.’s sample. Third, Koons et al.’s inclusion 
criteria excluded participants with schizophrenia, bipolar disorder, and substance dependence. 
The symptoms of such disorders are thought to affect participant’s amenability to treatment 
(Stone, 2004). Several participants in the current study received these diagnoses. Whilst the 
length of treatment between the two studies was similar, the current intervention differed 
substantially in that it was delivered as a residential treatment program. Participants requiring 
such a format of intervention are likely to have lower psychosocial functioning than those who 
can access outpatient or community treatment. Further, the full benefits of participation in a 
residential treatment program may not become clear until participants return to their home and 
occupational environments and are provided with opportunities to generalize the skills learnt in 
the treatment. 
 
6.3.5 Implications 
The current results further highlight the differential treatment response of the two 
previously identified subgroups of BPD. Not only do these results again support the use of 
subgroups to make sense of the heterogeneity of BPD, they also show the benefit of investigating 
the clinical significance of these changes. Examining the proportion of participants recovering, 
improving, and deteriorating over the course of the treatment program allows the refinement of 
the intervention. By examining the profiles of the participants in the subgroup that showed less 
changes and more deterioration, interventions more targeted to participants’ specific needs can be 
developed in order to maximize their treatment response.   
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6.3.6 Limitations 
One of the limitations of the current study relates to the normative data used to measure 
clinical significance. For time and economic reasons, the current study utilized previously 
published data for the outcome measures. This meant that data representing a functional 
population for some measures may have been gathered from participants who did not match the 
current sample with respect to gender, education, SES, and the like. This fact may have impacted 
the results by either providing a cut-point for scores to move from dysfunctional to functional that 
was too conservative or permissive.  
This limitation was minimized by the calculation of incremental decreases (e.g., 10, 25, 
and 50%) in scores of several of the outcome measures. For example, the 50% change criteria 
proved more conservative than the recovered criteria for measures of fear of losing control of 
emotion, whereas the 25% change criteria proved to be relatively synonymous with recovered. 
For self-harm acts, the proportion of participants who improved by 50% was higher than those 
who met the recovered criteria. Conversely, for measures of depression and dissociation, the 
proportion of participants meeting the 50% change criteria was identical to those meeting the 
recovered criteria. This method shows that whilst appropriate normative data may not be 
available for some measures, this limitation can be reduced by examining incremental 
improvements in participants’ scores. 
 A further limitation of the present study is that it relied upon subjective data. Objective 
data from clinicians and family members, in addition to quality of life measures, would assist in 
gaining a comprehensive understanding of the day-to-day impact the intervention had for 
participants. 
 
6.3.7 Future research 
Some researchers (e.g., Wise, 2004) have argued against using a return to 
normal/functional criterion for assessing the clinical significance of interventions for personality 
disorders due the waxing and waning intensity of symptoms. As such, the current results could be 
augmented by the use of follow-up data to examine whether the identified changes are 
maintained over time or are perhaps more measureable several months post-discharge.  
Given the previously discussed limitations of the normative data available, future studies 
should attempt to collect data from a functional population matched on variables such as gender, 
education, SES, etcetera. 
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 The current results illustrated that a proportion of participants from both groups 
recovered, improved, and deteriorated on a range of outcome measures. Future studies should 
examine factors involved in predicting participant recovery or deterioration in order to best match 
treatment with individual needs. This is particularly pertinent given that eight participants 
increased their use of self-harm acts. The following Chapter will review the empirical evidence 
for predictors of BPD outcome and utilize these to develop a model that assists the prediction of 
which participants are more likely to benefit from the intervention. 
 
6.4 Conclusion 
 The present study demonstrated the different levels of clinically significant change 
between two previously identified subgroups of BPD. The results support the use of subgroups to 
understand BPD and develop more targeted interventions to best suit the heterogeneous profiles 
of those with the disorder. Future studies should endeavour to identify what variables or 
participant profiles best predict recovery or deterioration following an intervention. Chapter 
Seven will examine this question of what variables predict clinically significant change across a 
range of outcome measures. 
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- Chapter Seven - 
Prediction of clinically significant change 
 
 The previous Chapter examined the clinical significance of participants’ change in 
psychological functioning following a residential treatment program for BPD. Whilst utilizing the 
current definitions and methodologies to calculate clinical significance furthers the understanding 
of outcome data, it is acknowledged that there are many conceptual questions that need to be 
addressed in order to refine the notion of clinical significance (Campbell, 2005; Kazdin, 2001; 
Kendall, et al., 1999; Wise, 2004). 
 More recent views on clinical significance suggest that it needs to be conceptualized as a 
multifaceted construct (Kazdin, 2001; Kendall, et al., 1999). To this end, rather than selecting one 
outcome measure to reflect change, it has been recommended that multiple dependent variables 
be utilized (Kendall, et al., 1999). Kazdin (1999) suggests that future research should examine the 
interrelations between these multiple dimensions and interpret the configuration of these 
constructs, with a view to creating a profile of functioning for individuals. Further, this process 
could be refined by using the goals of a particular treatment program to help determine the 
relevant dimensions on which clinically significant change should be measured (Kazdin, 1999, 
2001). 
 Examining the relationships between dependent measures and developing a profile of 
participants would be beneficial for several reasons. First, it would allow both clinicians and 
researchers to make more comprehensive inferences as to the possible effect of the intervention 
on participants’ functioning. Second, it would enable the identification of participants whose 
profile of scores recover, improve, remain unchanged, or deteriorate. This would assist in the 
identification of the sort of intervention which may be more beneficial or detrimental for 
particular participant profiles. 
 Researchers have only begun to address these types of questions. For example, Lunnen 
and Ogles (1998) classified adult outpatients as improvers, no-changers, and deteriorators based 
on their RCI score on an outcome measure reflecting subject discomfort, interpersonal 
relationships, and social role performance. They found no significant differences between client 
groups on demographic variables, DSM-IV diagnoses, or medication use.  On both client and 
therapist-rated measures of perceived change, therapeutic alliance, and satisfaction improvers 
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scored significantly higher than both no-changers and deteriorators. However, there were no 
significant differences between non-changers and deteriorators. The profile of these between-
group differences suggests that these variables may be important predictors of psychotherapy 
outcome for specific clients. 
In this Chapter, two studies are reported in order to address the question of what predicts 
multifaceted clinical change following participation in a residential treatment program. 
 
7.1 Study 1 
The present study sought to extend these concepts by exploring the relationship between 
participants whose scores recovered, improved, remained unchanged, or deteriorated across a 
range of outcome measures theoretically linked to DBT-based treatment goals. The study 
explored whether groups of participants could be identified on the basis of their profile of 
clinically significant change following completion of a residential treatment program. Whilst this 
study was primarily exploratory, it was expected that certain characteristics would be observable 
in the relationship between certain variables. For example, given the previously established 
relationship between self-harm, dissociation, and affect dysregulation (Brodsky, et al., 1995; 
Klonsky, 2007; Linehan, 1993a), it was expected that should a participant improve or deteriorate 
on one of these variables then they would improve or deteriorate on the others. 
 
7.1.1 Method 
 
7.1.1.1 Participants  
 
Participants were from Spectrum’s intensive residential therapy program for severe or 
borderline personality disorder in Victoria (for a more detailed description, see Chapter Three). 
For the purposes of the current study, only those participants who had a ‘key diagnosis’ of 
borderline personality disorder, and data available from both admission and discharge periods 
were included in the following analyses (n = 40). 
 
7.1.1.2 Measures 
In order to comprehensively examine the multifaceted nature of the clinical significance 
of Spectrum’s intervention on participants’ psychological functioning, a large battery of 
psychometric instruments were used as outcome measures. Several of the measures were selected 
in accordance with Kazdin’s (1999) suggestion of using the goals of treatment to prompt the 
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dimensions on which clinical significance is examined. For example, the current treatment was 
predominantly DBT-based and that the goals of such interventions include distress tolerance, 
emotional regulation, interpersonal effectiveness, and mindfulness skills training. To this end the  
Dissociative Experiences Scale (DES: Bernstein & Putnam, 1986), a service-specific adaptation 
of the Parasuicide History Interview (PHI: Linehan, et al., 1989), and the Affective Control Scale 
(ACS: Williams, et al., 1997) were selected for use. The Internal, Personal, and Situational 
Attributions Questionnaire (IPSAQ: Kinderman & Bentall, 1996) and the Revised Ways of 
Coping Checklist (WCCL: Vitaliano, et al., 1985) were not included in the current study due to 
the difficulty interpreting the direction in which scores would need to change in order to calculate 
recovery/deterioration relative to each participant’s idiosyncratic baseline score. The Beck 
Depression Inventory-II (BDI-II: Beck, Steer, & Brown, 1996) was included as an additional 
measure of interest to clinically significant change. Further detail regarding these measures is 
found in the General Method chapter. 
 
7.1.2 Procedure 
The overall aim of the program was to assist participants in the establishment of the 
interpersonal, emotional regulation and crisis skills to be better able to manage their lives on 
discharge. For a more detailed description of the treatment program, see Chapters Five and Six.  
The current study used Jacobson and Truax’s (1991) reliable change index (RCI) and criteria ‘c’ 
(scores moving from dysfunctional to functional) as the method for calculating clinical 
significance. Participants’ scores were then classified using Wise’s (2004) criteria: Recovered 
(passed both CS normative and RCI criteria), Improved (passed RCI criteria alone), 
Unchanged/Indeterminate (passed neither), or Deteriorated (passed RCI in the negative 
direction).  See Chapter 6 for further detail on these procedures. These criteria were then used to 
create categorical variables for each outcome measure, with four levels. 
 
7.1.2 Results 
7.1.2.1 Cluster analysis  
 In order to investigate whether groups of participants could be identified on the basis of 
their profile of clinically significant change, a two-step cluster analysis was utilized. Cluster 
analyses are group of multivariate techniques designed to classify participants based on the 
characteristics that they possess (Hair & Black, 2000). They use algorithms to cluster participants 
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so that each participant within a cluster is similar to each other, often in respect to predetermined 
criteria. For further detail on this procedure refer to Chapter Four. This procedure was selected 
primarily for its ability to accommodate categorical data. 
 
7.1.2.2 Results of Cluster Analysis using categorical outcome variables. 
The following continuous variables were entered into the two-step cluster analysis 
procedure in SPSS 15.0: 
1. Beck Depression scores (BDI-II) 
2. Dissociative experiences (DES) 
3. Self-harm acts (Adapted PHI) 
4. Anger subscale (ACS) 
5. Positive subscale (ACS) 
6. Depression subscale (ACS) 
7. Anxiety subscale (ACS) 
 
The final cluster solution was found using the log-likelihood distance measurement, a 
clustering criterion based on Akaike’s Information Criterion (AIC=-72.38), and automatic 
determination of the number of clusters. Variable importance plots were also produced in order to 
help identify which variables were most important for the determination of each cluster. 
Two clusters emerged in the final solution, with 97.5% of participants successfully incorporated 
into a cluster. One participant was not classified due to missing data for the IPSAQ. There were 
32 people in cluster 1 and 7 in cluster 2. Descriptive statistics for the variables for each cluster are 
shown in Table 7.1 and 7.2. 
Examination of Table 7.1 indicates that low proportions of participants in this cluster met 
the criteria for having recovered on these outcome variables. Whilst a substantial proportion of 
participants improved on measures of self-harm, depression, and fear of losing control of anxiety, 
this cluster also contained all of those who deteriorated on measures of self-harm. Taken 
together, this Cluster was labelled ‘mixed response.’ 
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Table 7.1 
Descriptive statistics for Cluster 1 (Mixed response) n= 32 
 Recovered Improved Unchanged Deteriorated 
Outcome 
measures 
Freq % Freq % Freq % Freq % 
BDI-II 3 9.38 11 34.38 16 50.00 2 6.25 
DES 2 6.25 3 9.38 25 78.13 2 6.25 
Self-harm acts  3 9.38 16 50.00 5 15.63 8 25.00 
         
ACS  
 - Anger  1 3.13 1 3.13 29 90.63 1 3.13 
 - Positive  2 6.25 2 6.25 27 84.38 1 3.13 
 - Depression  3 9.38 1 3.13 27 84.38 1 3.13 
 - Anxiety  4 12.5 8 25.00 19 59.38 1 3.13 
Note: ACS = Affective Control Scale; DES = Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
 
 
Table 7.2 
Descriptive statistics for Cluster 2(Optimal response) n=7 
 Recovered Improved Unchanged Deteriorated 
Outcome 
measures 
Freq % Freq % Freq % Freq % 
BDI-II 7 100 0 0 0 0 0 0 
DES 4 57.14 0 0 2 28.57 1 14.29 
Self-harm acts  2 28.57 3 42.86 2 28.57 0 0 
         
ACS  
 - Anger  7 100 0 0 0 0 0 0 
 - Positive  4 57.14 0 0 3 42.86 0 0 
 - Depression  6 85.71 1 14.29 0 0 0 0 
 - Anxiety  5 71.43 0 0 2 28.57 0 0 
Note: ACS = Affective Control Scale; DES = Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
 
Inspection of Table 7.2 revealed that whilst a substantial proportion of participants met 
the recovered criteria for self-harm acts, more than 50% met the recovered criteria on all other 
variables. Of note, 100% of participants in this cluster met the recovered criteria for depressive 
symptoms. Further, only one participant in this cluster showed any deterioration on any measure 
(DES). In consideration of this profile, this Cluster was labelled ‘optimal response.’ 
Variable importance plots are produced by the two-step cluster analysis for aid in 
identifying the relative importance of individual variables in differentiating the clusters. Visual 
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inspection of these plots revealed that the following variables showed statistically significant 
distinguishing properties after a Bonferroni adjustment had been applied: 
Mixed response (n = 32): Relative to individuals in the optimal response cluster, those in 
this cluster were less likely to have changed on measures of depressive symptoms, dissociation, 
and fear of losing control of emotions.  
Optimal response (n = 7): Individuals in this cluster were more likely to have changed on 
measures of depressive symptoms, dissociation, and fear of losing control of emotions. Fear of 
losing control of anger, depressive symptoms, and fear of losing control of depressed moods were 
particularly important in determining this cluster. 
 As those in the optimal response cluster showed higher levels of recovery, improvement, 
and lower levels of deterioration it was of interest to explore whether there were quantitative 
differences between the clusters on the outcome measures upon admission to the residential 
treatment program. A series of Mann-Whitney U tests comparing the medians of cluster on each 
continuous variable was performed. To protect against Type 1 errors a Bonferroni adjustment 
was applied and an adjusted alpha of .003 was utilized. Following the recommendations of 
Newcombe (2006), an effect size measure, θ, was utilized as it does not embody parametric 
assumptions. These results are shown in Table 7.3. 
Examination of Table 7.3 indicates that upon admission to the program, participants in the 
optimal response cluster had significantly higher scores on fear of losing control of anger. This 
difference was associated with a moderate to large effect size. There were no significant 
differences between the clusters on these outcome measures when the adjusted alpha level for 
multiple comparisons was used.  
 
7.1.2.3 Demographic characteristics 
The demographic characteristics of the participants in each cluster were compared. There 
was no significant age difference between the clusters, z = -0.11, p = .91. Chi-square analyses 
were used to examine differences between the clusters on measures of relationship status, 
education, and occupation. Each analysis was affected by small cell numbers and was not 
significant. 
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Table 7.3 
Descriptive statistics for continuous variables by cluster upon program admission 
 Cluster   
 Mixed response (n = 32) Optimal response (n = 7)   
 
Mdn (IQR) M (SD) Mdn (IQR) M (SD) Z 
 
Adapted PHI 
 - Self-harm acts 9.00 (25.50) 38.69 (78.08) 13.00 (22.00) 12.71 (12.43) -.27 0.47 
 - Suicide attempts  1.00 (2.00) 1.72 (2.40) 1.00 (4.00) 2.00 (2.38) -.31 0.46 
       
WCCL  
 - Problem-focused  1.20 (0.75) 1.16 (0.55) 1.47 (0.60) 1.35 (0.34) -.88 0.39 
 - Seek Social Support  1.75 (1.17) 1.63 (0.66) 1.83 (0.50) 1.90 (0.40) -.83 0.40 
 - Emotion-focused  2.21 (0.51) 2.15 (0.48) 2.48 (0.33) 2.32 (0.29) -.90 0.39 
       
ACS  
 - Anger  5.00 (1.00) 4.99 (0.88) 5.63 (1.25) 5.79 (0.59) -2.46* 0.20 
 - Positive  4.35 (1.17) 4.36 (0.83) 4.54 (1.77) 4.58 (0.90) -.51 0.44 
 - Depression  5.81 (1.44) 5.70 (0.94) 6.25 (1.38) 6.07 (0.80) -.83 0.40 
 - Anxiety  5.08 (1.13) 5.14 (0.89) 5.00 (1.31) 5.12 (0.65) -.13 0.48 
       
IPSAQ 
Positive events  
 - internal attributions 
7.50 (5.75) 7.38 (3.79) 8.00 (6.00) 8.86 (3.13) -1.07 0.37 
 - personal attributions 5.00 (4.00) 4.97 (3.12) 4.00 (6.00) 4.71 (3.25) -.20 0.48 
 - situation attributions  3.00 (3.00) 3.66 (2.27) 2.00 (3.00) 2.43 (2.07) -1.33 0.34 
 Negative events  
 - internal attributions    11.00 (7.50) 9.53 (4.44) 14.00 (10.00) 10.57 (5.62) -.83 0.40 
 - personal attributions   3.00 (4.75) 4.00 (3.56) 2.00 (8.00) 4.29 (4.89) -.26 0.47 
 - situation attributions 2.00 (3.75) 2.47 (2.36) 0.00 (2.00) 1.14 (2.27) -1.74 0.29 
       
BDI-II 33.50 (17.00) 35.56 (9.79) 39.00 (17.00) 38.43 (8.16) -.68 0.42 
DES 24.29 (26.35) 31.13 (15.02) 26.07 (19.64) 27.87 (11.44) -.07 0.49 
Note.  * Cluster means significantly different, p≤.05, ** Cluster means significantly different, p≤.003; IQR = 
interquartile range; WCCL = Revised Ways of Coping Checklist; IPSAQ = Internal, Personal, and Situational 
Attributions Questionnaire; ACS = Affective Control Scale; Adapted PHI = Adapted Parasuicide History Interview; 
DES = Dissociative Experiences Scale; BDI = Beck Depression Inventory – II 
 
7.1.2.4 Psychological characteristics 
There were no significant differences between the clusters in terms of number of current 
Axis I disorders, z = -0.24, p = .81, number of lifetime Axis I disorders, z = -0.41, p = .68, 
number of BPD criteria, z = -1.03, p = .30, or number of other Axis II disorders, z = -1.43, p = 
.15. Table 7.4 displays the proportion of those within each cluster with specific types of Axis I 
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disorders and Table 7.5 displays the proportion of those within each cluster with specific types of 
Axis II disorders. Chi-square analyses were used to examine the differences between the clusters 
in Table 7.4 and 7.5. Again, each analysis violated the expected cell size assumption and was not 
significant. 
 
Table 7.4 
Proportion of current Axis I disorders within clusters 
 
Mixed response (n=32) Optimal response (n=7) 
Current Axis I 
disorder type 
Frequency % Frequency % 
Mood disorder 30 93.80 5 71.40 
Anxiety disorder 27 84.40 5 71.40 
PTSD 24 75.00 5 71.40 
Eating disorder 8 25.00 2 28.60 
Substance use 7 21.90 1 14.30 
 
Table 7.5 
Proportion of current Axis II disorders within clusters 
 
Mixed response (n=32) Optimal response (n=7) 
Current Axis II 
personality disorder 
Frequency % Frequency % 
Paranoid 16 50 5 71.4 
Schizoid 1 3.1 0 0 
Schizotypal 2 6.3 0 0 
Antisocial 6 18.8 1 14.3 
Histrionic 0 0 0 0 
Narcissistic 1 3.1 0 0 
Avoidant 26 81.3 6 85.7 
Dependent 5 15.6 3 42.9 
Obsessive-compulsive 6 18.8 2 28.6 
Depressive 25 78.1 7 100 
Passive-aggressive 5 15.6 4 57.1 
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7.1.3 Discussion 
The results of the current study illustrate that participants could be separated into two 
distinct groups based on their response to the intervention, using a multifaceted conceptualization 
of clinical significance. More specifically, within the optimal response cluster, a substantial 
proportion of participants met the recovered criteria for self-harm acts, more than 50% met the 
recovered criteria on measures of dissociation and fear of losing control of emotions, and 100% 
of participants in this cluster met the recovered criteria for depressive symptoms. Given the 
treatment targets of the DBT-based intervention and the previously established interrelationship 
between self-harm, dissociation, and affect regulation, the high levels of participants meeting the 
recovered criteria on these variables is not surprising. For example, the profile of this cluster 
suggests that as fear of losing control of emotions decreases, so too does dissociation, and to a 
lesser degree, self-harm. This profile was in contrast to that of the mixed response cluster. For 
example, the proportions of participants meeting the recovered criteria for the selected outcome 
measures ranged from 3.13-12.5%.Whilst a substantial proportion of participants improved on 
measures of self-harm, depression, and fear of losing control of anxiety, 25% of participants 
deteriorated on self-harm acts and smaller proportions deteriorated on the other outcome 
measures. 
 These results have several implications for both the study of clinical significance and 
BPD. First, this study conceptualized clinical significance as a multifaceted construct and 
accordingly utilised a range of specific outcome measures (i.e., based on the goals of the 
intervention). Further, this study illustrates that the configuration of clinically significant change 
on these variables can be patterned. Indeed, the inherent risk of selecting only one outcome 
measure to reflect change is that a participant may recover, improve, remain unchanged, or 
deteriorate on that measure, but differ on another. Unless a series of outcome measures are used 
and analysed together, the profile of change cannot not be adequately captured by the results. 
Second, the results of the current study have implications for optimizing selection of 
participants for intervention. For example, the results suggest that although participants from both 
groups show benefit following the intervention, those in the optimized response cluster show the 
most benefit and least deterioration. Given this difference between the groups, there is a clear 
need to identify what predicts whether a participant will finish in the optimized or mixed 
response group. The only significant difference between the groups on the outcome measures 
completed upon admission to the program was that those in the optimized response cluster had 
higher scores for fear of losing control of anger. However, when the effect of multiple 
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comparisons was controlled, this difference was not significant. Future research should expand 
this analysis and examine whether this or other outcome measures predict membership to the two 
clusters. The following study addresses this question using data from Spectrum’s residential 
treatment program. Further, the profile of those who respond less well to interventions should be 
examined in detail in order to develop a range of treatments for this heterogeneous population. 
There were limitations in the current study’s conceptualization of clinical significance in 
that it did not include any objective data from clinicians or significant others, or quality of life 
measures. Thus, the treatment response clusters can be seen as patterned differences in symptom 
reduction only. The study was further limited by small numbers within the optimal response 
cluster which commonly affected the expected cell size assumption in the Chi-square analyses. 
The following study examined whether membership of these clinical change clusters could be 
predicted. 
 
7.2 Study 2 
The goal of Study 2 was to investigate whether group membership of the mixed response 
and optimal response clusters could be predicted by a range of variables measured upon 
admission to Spectrum’s residential treatment program for BPD. The question of what predicts 
treatment response versus non-response amongst those with BPD has previously been addressed 
using a single measure of clinical significance. Bohus et al. (2004) used the global severity index 
of the symptom checklist (SCL-90-R; Derogatis, 1977) as their outcome measure of clinical 
significance and used Jacobson and Truax’s (1991) criteria ‘c’ to classify participants as having 
responded/not-responded to treatment. As Bohus et al. found that approximately half of their 
sample responded to treatment, predictors of treatment response were explored. Although three 
models of predictors were tested (that included social variables, pre-treatment history, and 
severity of diagnosis) no model discriminated significantly between the responder and the non-
responder. Similarly, the responder and non-responder groups could not be differentiated in terms 
of any pre-treatment outcome measures.  
One of the major limitations of this study is its conceptualization of clinical significance. 
First, only one outcome measure was used. Although the measure was selected on the basis of its 
correlation with other outcome measures, a single variable does not reflect the multifaceted 
nature of clinical significance. Nor does it account for a participant’s idiosyncratic profile of 
change across outcome measures. Second, Bohus et al. (2004) considered all participants who did 
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not reliably meet Jacobson and Truax’s (1991) criteria to be non-responders. This creates a 
confound as within those who do not meet the clinical change criteria are participants whose 
scores reliably improve, deteriorate, or do not show any reliable change. 
The two studies in this Chapter extend this research in several ways. For example, Study 1 
used several outcome measures to reflect clinical significance. Further, the dichotomy of 
responders versus non-responders was distilled in this study by the classification of participants’ 
change into recovered, improved, unchanged, and deteriorated categories. When participants 
were classified into two clusters based on their profile of response across these variables and 
categories, the two groups differed on pre-treatment levels of fear of losing control of anger. As a 
result, that variable was considered relevant to include in models of group prediction. Recent 
research suggests that fear of emotions may have a direct effect on BPD symptoms as well as 
partially mediating the relationship between emotional vulnerability and thought suppression 
(Sauer & Baer, 2009). Given this and the finding that thought suppression can have a paradoxical 
consequence with suppressed thoughts often returning with greater frequency and intensity 
(Wegner, Schneider, Carter, & White, 1987), fear of emotions such as anxiety, depression, and 
positive mood were also considered as potential predictors of group membership. 
Research into what predicts outcome in BPD is scarce and there have been both 
theoretical and empirical contributions to this question. Stone’s (2004) discussion regarding the 
determination of amenability to psychotherapy for clients with BPD suggests several possible 
predictors of outcome. For example, Stone suggests that those who tend to externalize blame 
have a cognitive style that is antithetical to psychotherapy. Further, Stone argues that variables 
such as lack of education, a spotty or absent work history, old age, number of Axis I disorders 
may exert a negative influence on amenability. More specifically, he purports that aspects of 
substance abuse, dissociation, agoraphobia, eating disorders, and depression may affect 
attendance, ability to concentrate, and other factors related to amenability. 
Preliminary investigations of the ability of some of these variables to predict outcome 
have failed to show a relationship to outcome. For example, Bohus et al.’s (2004) model of social 
variables, including age and current employment, failed to predict treatment response. The 
predictive utility of these variables may have been undermined by the study’s use of one outcome 
measure and dichotomous conceptualization of treatment response. However, age has specifically 
been shown not to be associated with differential improvement in BPD (Tracie, et al., 2008) or to 
affect prospective change in personality disorder scores (Vollrath, Alnæs, & Torgersen, 1998), 
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suggesting that it may not be a useful predictor variable. Additionally, characteristics such as 
education level, employment level, number of Axis I and II disorders, and severity of BPD have 
been shown to be hardly predictive of outcome (Spinhoven, Giesen-Bloo, Van Dyck, & Arntz, 
2008).  
The use of potentially dysfunctional coping strategies is associated with personality 
disorders (Vollrath, et al., 1998) and there is some evidence that coping style may be an 
important predictor variable. For example, Volrath et al. (1998) found that problem-focused and 
potentially dysfunctional coping strategies predicted change in BPD scores. More specifically, 
higher use of the suppression of competing activities and lower use of venting emotions predicted 
lower levels on the BPD scale. Coping style has also been shown to have utility in predicting 
suicide variables for women. Edwards and Holden (2001) found that amongst female university 
undergraduates the interaction of emotion-oriented coping and sense of coherence made a unique, 
significant contribution to the prediction of suicide ideation, attempts, and self-reported 
likelihood of future suicidal behaviour. Whilst these results have limited generalisability they are 
important findings as in a review of earlier studies of suicide, Black et al. (2004) suggest that 
“even with excellent clinical, historical, and social data available…predicting those who will 
eventually kill themselves is probably not possible” (p. 234). 
Whilst the data on suicide prediction is mixed, there is some suggestion that self-harm 
may function as a predictor for treatment outcome. For example, Verheul et al. (2003) found that 
DBT was superior to treatment as usual for those who had BPD and a higher-severity of baseline 
self-harm acts but not for those with a lower-severity. Self-harm can have many functions, 
including anti-dissociation. In contrast with Stone’s (2004) prediction that high levels of self-
harm would affect amenability, Zanarini, Frankenburg, Jager-Hyman, Reich, and Fitzmaurice 
(2008) found that those with BPD who had high levels of dissociation at baseline had 
significantly faster rates of decline of dissociative symptoms than those in with moderate or low 
levels of dissociation. The causes of this decline in dissociative experiences was not discernable 
from the study design, however the results suggest that baseline dissociative experiences may be 
a predictor for prognosis of dissociative symptoms.  
Several other variables have promise as predictors of outcome for psychotherapy with 
clients who have BPD. For example, Spinhoven et al. (2008) had both assessors and clinicians 
rate the probability of treatment success (PTS) using a single-item scale, based on patients’ 
biographical and clinical data as collected during the screening procedure and their own 
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subjective impressions. They found that assessors’ ratings at baseline significantly predicted the 
severity of BPD pathology at the end of treatment and also which patients failed to change 
reliably or had not recovered (Spinhoven, et al., 2008). Additionally, therapists’ ratings of PTS 
after 3 months of treatment were associated with premature dropout, irrespective of treatment 
condition.  
Other researchers (Loffler-Statska, et al., 2003) found those with BPD who were nonusers 
of psychotherapy (including those for whom outpatient psychotherapy planning failed) had 
significantly higher baseline values for aggression inhibition than users. Further, nonusers had 
significant correlations between anxiety, aggression, interpersonal problems, as well as between 
interpersonal problems and self-efficacy convictions, and between aggression and self-concept 
(Loffler-Statska, et al., 2003). These findings suggest that such variables may be relevant in the 
prediction of those with BPD who show little response to treatment. 
Taken together, these findings suggest that several variables including coping style, 
dissociation, self-harm, clinical judgment, and cognitive style may be important in predicting 
psychotherapy outcome for clients with BPD.  The previous Chapters have shown a differential 
response to intervention between two subgroups of BPD. Given this differing in response, 
subgroup membership was also considered a possible predictor variable of interest. 
 The present study is exploratory in nature and aimed to examine which variables 
predicted group membership to the mixed response and optimal response clusters identified in 
Study 1. These clusters separated participants into two groups on the basis of their 
multidimensional profile of clinical change on a range of outcome measures. These measures 
included constructs of depressive symptomatology, dissociative experiences, self-harm acts, and 
fear of losing control of various emotions.  
From the review of the theoretical and empirical literature, the following variables from 
the dataset were considered as possible predictors of optimal or mixed response group 
membership: fear of losing control of anger, anxiety, and depression, problem-focused coping, 
emotion-focused coping, self-harm acts, dissociative experiences, use of internal attributions for 
negative events, and use of personal attributions for negative events. 
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7.2.1 Method 
7.2.1.1 Participants  
 
Participants were from Spectrum’s intensive residential therapy program for severe or 
borderline personality disorder in Victoria (for a more detailed description, see Chapter Three). 
For the purposes of the current study, only those participants who had a ‘key diagnosis’ of 
borderline personality disorder, data available from both admission and discharge periods, and 
who were classified into either the optimal or mixed response groups (see Study 1) were included 
in the following analyses (n = 39). 
 
7.2.1.2 Measures 
Responses from a battery of self-report inventories that assessed a range of current 
psychological functioning comprised the basis of the results for this study. These inventories 
included the Internal, Personal, and Situational Attributions Questionnaire (IPSAQ: Kinderman 
& Bentall, 1996), the Beck Depression Inventory-II (BDI-II: Beck, Steer, & Brown, 1996), the 
Revised Ways of Coping Checklist (WCCL: Vitaliano, et al., 1985), the Dissociative Experiences 
Scale (DES: Bernstein & Putnam, 1986), a service-specific adaptation of the Parasuicide History 
Interview (PHI: Linehan, et al., 1989), and the Affective Control Scale (ACS: Williams, et al., 
1997). Further detail regarding these measures is found in the General Method chapter. 
 
7.2.1.3 Procedure 
The overall aim of the program was to assist participants in the establishment of the 
interpersonal, emotional regulation and crisis skills to be better able to manage their lives on 
discharge. To achieve this, the program incorporated adapted DBT skills training (e.g., distress 
tolerance, emotional regulation, and interpersonal effectiveness).  The program also emphasized the 
importance of experiential components such as community meetings, celebrations, safety meetings, 
and experiential groups to facilitate modelling and coaching of appropriate behaviour and peer 
support (Hulbert & Thomas, 2007).  For a more detailed description of the treatment program, see 
Chapter Five. Outcome measures were administered within the first and last two weeks of the 
program. Using a cluster analysis, participants were separated into two groups – optimal and 
mixed response – on the basis of whether they had recovered, improved, unchanged, or 
deteriorated on a selection of the outcome measures (see Study 1). These groups were used as the 
dependent variable in the following analyses. 
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7.2.2 Results 
A Chi-square analysis was performed in order to examine the relationship between the 
self-good/self-bad and self-good/other-bad clusters and the mixed response and optimal response 
clusters. Seventy-one percent of participants in the optimum response cluster belonged to the 
self-good/self-bad cluster. Expressed another way, 20% of those in the self-good/self-bad cluster 
upon admission were members of the optimal response cluster, whereas this was so for only 
14.29% of those who started in the self-good/other-bad cluster. Due to the small cell sizes caused 
by the small number of participants in the optimal response cluster, the assumptions of the 
analysis were violated and these differences were not statistically significant, χ2 (1, N = 39) = 
0.00, p = .99, V = .07. 
A review of the relevant literature suggests that variables such as fear of losing control of 
anger, problem-focused coping, emotion-focused coping, self-harm acts, dissociative 
experiences, use of internal attributions for negative events, and use of personal attributions for 
negative events may be possible predictors of optimal or mixed response group membership. 
These variables were inspected for univariate and multivariate outliers. Univariate outliers were 
found on two of the variables and were dealt with by recoding the values. No multivariate outliers 
were identified. The two attribution variables, self-harm acts, fear of losing control of depressed 
mood, and dissociative experiences violated assumptions of normality and were dealt with by 
applying square root transformations to the first three variables and a log 10 transformation to the 
latter two.  
A series of exploratory discriminant analyses were conducted in order to gauge the 
predictive utility of the variables. Variables with the lowest standardised canonical discriminant 
function coefficients were removed from the analyses. A final model showed that six predictors –  
fear of losing control of anger, anxiety, and depressed mood, dissociative experiences, and use of 
internal and personal attributions for negative events – could predict membership to the optimal 
and mixed-response groups. On the basis of a discriminant analysis of these variables one significant 
function was derived, Λ = .67, χ2 (6, N = 39) = 13.46, p = 0.036, indicating that overall the 
predictors differentiated between the two response groups. Further, inspection of the canonical 
correlation indicated that 32.94% of the variance was shared between the clinical change groups 
and the set of predictors on the discriminant function. 
In Table 7.6, the within-groups correlations between predictors and the discriminant 
function as well as the standardized weights are presented. Tabachnick and Fidell (2001) advise 
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that the meaning of the discriminant function should be inferred from the pattern of correlations 
between the function and the predictors. Whilst consensus for how to interpret correlations is 
lacking, those in excess of .33 may be considered eligible while lower ones are not (Tabachnick 
& Fidell, 2001). On this basis, the loading matrix suggests that the best predictor for 
distinguishing between the two clinical change groups is fear of losing control of anger. Given 
that this was the only correlation greater than .33, the meaning of the function was thought to rely 
on fear of losing control of anger.  
Inspection of the standardised coefficients suggest suggests that use of internal 
attributions for negative events was of the most important discriminating variable relative to the 
other predictors, followed by use of personal attributions for negative events, and fear of losing 
control of anger. These weights and loadings both suggest that the best predictors for 
distinguishing between clinical change groups are internal and personal attributions for negative 
events and a fear of losing control of anger. 
The means on the discriminant functions are consistent with this interpretation. The mixed 
response group (M = 0.32) had the lowest mean on the function, while the optimal response 
group had the highest mean (M = -1.46). When classification to the optimal or mixed response 
group was attempted, 89.70% of participants within the current sample were able to be correctly 
classified. In order to take into account chance agreement, a kappa coefficient was computed and 
a moderate value, .61, was obtained. Finally, to assess how well the classification procedure 
would predict in a new sample, the percent of participants accurately classified by using the 
leave-one-out technique was 79.50%.  See Table 7.6 for a summary of the classification results. 
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Table 7.6 
Standardised coefficients and correlations of predictor variables with the discriminant function 
Predictors  Standardised coefficients with 
discriminant function 
Correlation coefficients with 
discriminant function 
Fear of losing control of anger -1.12 -.54 
Fear of losing control of 
anxiety 0.60 .02 
Fear of losing control of 
depression 0.41 .24 
Dissociative experiences 0.73 .09 
Internal attributions for 
negative events 1.26 .19 
Personal attributions for 
negative events -1.02 .02 
 
Table 7.7 
Classification summary for the discriminant function 
  Predicted group membership 
  Mixed response Optimal response 
Original group 
membership 
Mixed response 31 1 
Optimal response 3 4 
 
Inspection of Table 7.7 indicates that of the mixed response group, 96.90% of participants 
were correctly classified whereas for the optimal response group 57.10% of participants were 
correctly classified. In short, only four participants were misclassified.  
Following Stevenson’s (1993) recommendations, to examine whether there were any 
systematic differences between those who were correctly classified by the function and those who 
were incorrectly classified a series of univariate comparisons were performed. There were no 
significant differences between the groups on any of the other outcome measures not already 
included in the discriminant function (i.e., age, number of current or past Axis I diagnoses, 
number of Axis II diagnoses, or number of BPD criteria).  
 
7.2.3 Discussion 
 The results suggest a relationship between the self-good/self-bad subgroup previously 
identified (see Chapter Four) and the optimal response group identified in Study 1. More 
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specifically, 71.4% of participants in the optimum response cluster belonged to the self-
good/self-bad cluster. However, sample size limitations prevented further analyses as to whether 
this relationship was statistically significant.  
The results of Study 2 also provide partial support for previous findings and theories that 
variables such problem-focused coping, dissociation, and attributional style predict change or 
treatment success. More specifically, the results demonstrate that the membership of the mixed 
response and optimal response groups identified in Study 1 could be predicted with 89.70% 
accuracy. However, the discriminant function was more accurate at classifying participants 
within the mixed response group compared to the optimal response group.  
Within the discriminant function, the weights and loadings both suggested that the best 
predictors for distinguishing between the clinical change groups were use of internal and personal 
attributions for negative events and a fear of losing control of anger. The pattern of correlations in 
the loading matrix suggests that the meaning of the function appeared to be largely based on a 
fear of losing control of anger. However, several of the other predictors showed small 
correlations with the function. When the transformation of these predictor variables was taken 
into account, as participants’ scores on problem-focused coping, and use of internal attributions 
for negative events increased, so too did their scores on the discriminant function. Similarly, as 
their scores for dissociative experiences decreased their score on the function decreased.  
Whilst those in the optimal response group scored highest on the discriminant function, 
the function only correctly classified 57.10% of participants in this group. This suggests that 
whilst this function is important in classification other predictor variables need to be identified 
and added to the analysis in order to improve correct classification for this group. Conversely, the 
function correctly classified 96.90% of those in the mixed response group. 
The exact process of how the predictor variables in the function relate to outcome is not 
clear. Linehan (1993a) states that many of those with BPD “are afraid that if they do get angry, 
they will lose control and possibly react violently. They also fear that if they engage in hostile 
behaviour, overtly or covertly, they will be rejected” (p. 356). This fear is thought to be a product 
of learning experiences of an invalidating childhood environment and this fear of losing control 
of anger may lead to an underexpression or inhibition of anger through processes such as thought 
suppression (Linehan, 1993a; Sauer & Baer, 2009). It follows that if this anger cannot be 
expressed towards others for fear of rejection, than it may become directed towards the self. This 
explanation could account for the small correlation of use of internal attributions for negative 
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events (self-blame) with the function and the unique predictive value of this variable relative to 
the others.  
This inhibition of anger and self-blame may relate to treatment in so far as the 
intervention itself may be of particular salience by teaching strategies targeting this particular 
variables. Alternatively, the tendency to underexpress anger and self-blame may enable such 
participants to be more amenable to engagement with clinicians than those with a tendency to 
blame others for negative events and are less fearful of expressing anger. The latter dynamic 
within BPD is thought to produce behaviour which is demeaning, controlling, intrusive, and 
denigrating towards others and therapists (Gregory, 2007). Thus, it is thought that the 
discriminant function may predict clinical change group membership through either the 
amenability to or the focus of the intervention on participants’ needs. 
 Two of the variables thought to have a relationship with the outcome measures of interest, 
emotion-focused coping and self-harm, did not emerge as predictors in Study 2. One of the 
explanations for this may be the way that the current study conceptualized outcome – as clusters 
of participants’ clinical change scores on a range of measures rather than using a single outcome 
measure.  Put another way, emotion-focused coping and self-harm may have predictive utility for 
single outcome measures but not when outcome is measured as a multifaceted construct.  
A second explanation relates to differences in how these constructs were measured in the 
current study in comparison to research suggesting their role as predictors (e.g. Edwards & 
Holden, 2001; Verheul, et al., 2003). For example, emotion-focused coping in the present study 
was comprised of strategies such as blaming self, wishful thinking, and avoidance. The emotion-
oriented coping variable in Edwards and Holden’s (2001) study contained items relating to self-
preoccupation, fantasy, or other techniques employed to regulate emotion, with avoidance being 
measured on a separate subscale. It should be noted that Edwards and Holden’s (2001) use of an 
undergraduate sample may have affected the generalisability of their findings in relation to the 
current sample. Similarly, Verheul et al. (2003) used a different measure of self-harm than the 
one used in Study 2, with both studies making service-specific adaptations to the instruments 
measuring this variable. These explanations may account for the lack of predictive utility of 
emotion-focused coping and self-harm in the present study. 
The findings from Study 2 have implications for both the assessment and treatment of 
participants with BPD. For example, the results suggest the importance of assessing the variables 
used in the discriminant function, with a particular emphasis on fear of losing control of anger 
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and attributions for negative events. Participants with higher scores on this function could 
continue through Spectrum’s standard residential treatment program whereas those with lower 
scores on the function could be diverted to alternative, and possibly more effective, interventions. 
The results from the present study are likely to have some generalisability as cross validation of 
classifications suggests that the function should correctly classify 82.10% of participants in a new 
sample. 
Future research should focus on identifying both categorical and continuous predictors 
that improve the correct classification of participants into the optimal response group. These 
predictors should be integrated into a theoretical model. Also deserving of future research is how 
to improve treatment outcome for those in the mixed response group. 
One of the major limitations of the present study was the use of a small sample. This 
prevented the use of techniques such as logistic regression which would have allowed the 
exploration of whether categorical variables such as employment status, education level etc were 
significant predictors of clinical change group membership. Similarly, the small sample size led 
to violations of the Chi-square analysis assumptions, meaning that differences between those who 
were correctly/incorrectly classified by the function could not be meaningful investigated on 
categorical variables. Additionally, the small sample size needs to be taken into account when 
considering the power of the analyses used in the present study. 
 
7.3 General conclusion 
 The results of Studies 1 and 2 have clear implications for the assessment, treatment, and 
measurement of outcome for individuals with BPD. Whilst the results were limited by a small 
sample and use of self-report measures, the findings are of use to both clinicians and researchers. 
More specifically, the findings suggest that clinical change be conceptualized and measured as a 
multifaceted construct, rather than by a sole measure of symptom reduction. Further, the results 
suggest a careful assessment of constructs such as fear of losing control of emotion and 
attributional style may assist in clinicians to allocate participants to treatments from which they 
are most likely to show optimal benefit from. Conversely, such assessment may assist with early 
identification of those who are least likely to benefit from certain types of intervention, allowing 
more customized treatment to be tailored for those individuals. 
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-Chapter Eight –  
General Discussion 
  
Since its inclusion in the DSM, there has been a proliferation of research focusing on 
BPD. This research has consistently identified the heterogeneity present within the disorder 
across a range of measures. These have included differences between participants of suicide 
attempts or self-harm acts (Brodsky, et al., 1995; Brown, et al., 2002; Zweig-Frank, et al., 1994), 
dissociative experiences (Zanarini, Ruser, et al., 2000), depression and dysfunctional attitudes 
(Rose, et al., 1994), levels of functioning (Skodol, et al., 2002), and treatment success (Bohus, et 
al., 2004; Koons, et al., 2001). 
 Given this heterogeneity, the development of a unified treatment strategy has been made 
difficult (Hurt, et al., 1992). This problem has led to both theoretical and empirical attempts to 
identify subtypes within the disorder, which has resulted in a range of convergent and divergent 
methodologies and findings. Whilst this research has provided initial evidence of subgroups of 
participants with BPD, these studies have yet to investigate the clinical utility of subtyping the 
disorder. The aim of the current research project was to investigate the presence of subgroups of 
participants with BPD from within a cognitive model of personality disorders. The utility of this 
concept was then examined by investigating whether there was a differential response to 
treatment between the identified groups. The project contrasted this method of outcome 
measurement with several others and examined which constructs predicted optimal treatment 
response. This final Chapter will provide a general discussion of the findings from the series of 
studies that comprised the research project. The methodological issues and clinical implications 
of the findings will also be discussed. 
 
8.1 Summary of findings 
The studies comprising Chapter Four of the research project aimed to identify subgroups 
of participants with BPD and describe their psychological characteristics. A cluster analysis using 
a range of measures identified two homogeneous groups of participants with the disorder.  Whilst 
the groups differed on a range of variables, analyses indicated that participants were separated 
largely in terms of how they attributed the causes of negative events. Further analyses of these 
results found that each cluster appeared to have a distinct profile for how they attributed the 
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causes for both positive and negative events. This led to the labels of self-good/self-bad and self-
good/other-bad being assigned to the two clusters.  
Participants in the self-good/self-bad group rated themselves as having more fear of 
losing control over depressed moods, and were more likely to make internal attributions for 
negative events, and less likely to make personal or situational attributions for negative events. 
Conversely, participants in the self-good/other-bad group reported less dissociative experiences, 
more likely to use problem-focused coping, and experienced less fear of losing control over 
depressed moods and anxiety. Further, they were less likely to make personal attributions for 
positive events and internal attributions for negative events, but were more likely to use personal 
or situational attributions for negative events. This group was also differentiated by less self-harm 
acts and suicide attempts. The findings that both attributions and fear of particular emotions were 
highly important in separating the groups is consistent with cognitive models of BPD (Beck, et 
al., 2004; Linehan, 1993a) which view these constructs as central to the pathology of the disorder. 
This finding extends the existing research in several ways. First, the measures included in 
the cluster analysis were selected due to their representation of constructs important to a 
cognitive model of personality disorders as well as those that have been found to be 
heterogeneously distributed in samples of participants with BPD. As a result, the findings of the 
study allowed constructs that had been found to be heterogeneously distributed within BPD by 
other researchers to be interpreted within a theoretical model, strengthening the validity of the 
two identified groups. Second, within the existing literature on subtypes of BPD, few have 
addressed the stability of their proposed subtypes. The findings from the current study expand 
upon this gap in the literature by examining whether participants from the two clusters had 
similar profiles across the variables after they had completed an intervention. A second cluster 
analysis found that participants could be separated into two groups with attributional profiles 
similar to the original groups, upon discharge from the intervention. Given this similarity, the 
clusters created using the data from admission to the program were compared to those using the 
discharge data. Close to 40% of participants, shifted clusters between the two time points. This 
finding suggests that there is a degree of stability to the profiles of the original group. However, 
as the study was not an RCT and had a small sample size conclusions regarding the stability of 
the clusters should be made cautiously. For example, the shifting membership may be an artefact 
of treatment response, rather than profile instability. Similarly, the lack of significant differences 
in shifting membership between the two original clusters may have been affected by the low 
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power of a small sample. Whilst these analyses of stability have significant limitations, they are 
important steps in distinguishing whether the profile of subgroups represents transient states or 
more stable ways of thinking, feeling, and behaving. These distinctions have implications for 
theoretical interpretations, accurate diagnosis, as well as investigating whether there is a 
differential course or treatment response between such groups. 
Chapters Five and Six compared and contrasted how the two subgroups’, identified in 
Chapter Four, psychological functioning changed between admission to and discharge from a 
residential treatment program. Using measures of statistical, practical, and clinical significance, 
the studies in these Chapters identified a range of differences between the two groups. For 
example, both groups showed both significant decreases in depressive symptoms, associated with 
large effect sizes. However, only the self-good/self-bad group showed statistically significant 
improvements on measures self-harm acts, suicide attempts, problem-focused coping, seeking 
social support, fear of losing control of anxiety and depression, and for use of internal and 
personal attributions for negative events. Further, in terms of clinically significant change, a 
proportion of participants in the self-good/self-bad group were deemed recovered on every 
variable except seeking social support. In addition, for each outcome variable, the proportion of 
participants meeting the recovered criteria in the self-good/self-bad group was higher than those 
meeting the criteria in the self-good/other-bad group. These differences between the two 
subgroups were obscured when outcome data were examined without using the clusters as a 
grouping variable. 
Several researchers have suggested how treatment should be tailored to particular 
subtypes (Hurt, et al., 1992; Liehener, et al., 2003; Whewell, et al., 2000), however, to the best of 
the authors’ knowledge, no studies have explicitly examined the treatment responsiveness of two 
subgroups of BPD. Therefore, the current results represent new findings and extend the existing 
research on subtypes of BPD by demonstrating the clinical utility of using subgroups to examine 
treatment responsiveness.  
Whilst Chapters Five and Six illustrated the utility of using subgroups to identify 
treatment responsiveness, Chapter Seven investigated alternative methods of conceptualizing 
responsiveness and whether such response could be predicted prior to taking part in an 
intervention. Drawing upon conceptualizations of clinically significant change (e.g., Wise, 2004), 
participants’ scores were classified as being recovered, improved, unchanged, or deteriorated on 
each of the outcome measures. A cluster analysis of a selection of these variables found that 
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participants could be separated into two distinct groups based on a multifaceted conceptualization 
of clinically significant change. More specifically, all participants in the optimal response group 
met the recovered criteria for depressive symptoms, with high proportions of participants also 
meeting this criteria for dissociation, and fear of losing control of various emotions. Conversely, 
the mixed response group showed low proportions of participants meeting the recovered criteria 
for all variables and a higher proportion of participants who scores on self-harm acts were 
classified as having deteriorated. 
The second study in Chapter Seven investigated whether membership to either the 
optimal or mixed response group could be predicted from a range of variables measured upon 
admission to an intervention program. A discriminant function analysis found that 96.90% of 
participants were correctly classified into the two groups, however only 57.10% of participants in 
the optimal response group were correctly classified. Further, whilst a range of variables were 
included in the function, the findings suggested that the best predictor for distinguishing between 
the two clinical change groups is fear of losing control of anger. 
 Finally, these findings extend the current literature on both clinical significance and 
outcome prediction for BPD. More specifically, the results from Chapter Seven suggest that as 
there were identifiable profiles of clinical change across a range of variables amongst 
participants, this may be a more useful way of representing change rather than using a single 
outcome variable. This is consistent with proposals for clinical significance to be measured as a 
multidimensional construct (Kazdin, 2001). The finding that fear of losing control of emotions 
such as anger, anxiety, and depression, as well as the use of internal or personal attributions for 
negative events were variables that were important in distinguishing the discriminant function 
adds convergent validity to cognitive models of BPD which sees these constructs as central to the 
disorder (Beck, et al., 2004; Linehan, 1993a).  
 
8.2 Methodological considerations 
 Whilst the findings of the research project extend existing research in several ways, the 
interpretation of the results should include a consideration of the following methodological 
issues. 
 
8.2.1 Sample biases 
 The generalisability of the research project’s findings is difficult to infer due to a number 
of factors relating to the current sample. For example, given that the residential treatment 
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program from which the data were drawn serviced participants with severe dysfunction, it is 
difficult to infer whether similar subgroups would be present and show differential response to 
treatment in samples of participants with less dysfunction. However, understanding the variation 
between participants with severe dysfunction should be a priority given the level of these 
participants’ impairments. Given the high proportion of comorbid Axis II disorders within the 
current sample, it is unclear how specific the current clusters are to BPD or to those with 
personality disorders. However, this may be difficult to control as many studies (e.g., Clarkin, et 
al., 2001; Low, et al., 2001; Soloff, et al., 2005) have found high rates of Axis I and II 
comorbidity amongst participants with BPD . Thus, whilst the results may not generalize to less 
severe BPD samples, they are a valid representation of the severe end of the BPD spectrum and 
warrant attention for this reason.  
  The small size of the sample used in this research project raised issues of the power 
associated with the statistical tests. This may have affected the detectability of true changes in the 
scores of participants however such sample sizes are not uncommon in studies of BPD (Linehan, 
et al., 1991; Low, et al., 2001; Verheul, et al., 2003). Several factors affected sample size 
including attrition and participants yet to complete the intervention program, however the number 
of these participants was not dissimilar to that of other samples of BPD (e.g., Verheul, et al., 
2003). 
 
8.2.2 Self-report biases 
This study used a range of self-report measures, an approach that is consistent with many 
other studies relating to BPD (e.g., Bohus, et al., 2004; Koons, et al., 2001; Linehan, 1993a; 
Linehan, et al., 1991; Low, et al., 2001). However, such measures are likely to be limited by 
participants’ subjective interpretations. For example, participants may minimize or exaggerate 
their responses or actual symptoms in order to conform with a socially desirable image (Beal & 
Eubanks, 2002; Hunt, et al., 2003). Additionally, the accuracy of self-report information can be 
subject to memory errors (Tourangeau, 2000),  with memory also being influenced by the 
affective state at the time of encoding and retrieval of information (Kihlstrom, Eich, Sandbrand, 
& Tobias, 2000) and the regularity in which the self-reported behaviour is engaged (Menon & 
Yorkston, 2000). 
As previously stated, the level of psychopathology in the current sample was consistent 
with reports for similar populations, therefore there is no reason to assume that participants were 
118 
 
providing invalid or unreliable reports. Further, studies of participants with BPD (e.g., Skodol et 
al., 2002) have shown consistency between interviewer-rated and self-reported impairment. 
Others researchers (e.g., Hopwood, et al., 2008) have found that whilst participants’ self-reports 
of BPD symptoms produce higher diagnostic base rates than interview methods, the results did 
not support the common assumption that diagnostic interviews are more valid than self-reports. 
Taken together, the convergence of these findings suggests that whilst self-report data is subject 
to a range of possible biases, there is no reason to assume that participants in the current research 
provided unreliable reports. 
 
8.2.3 Absence of control group 
Given the high Axis I and II comorbidity within the current sample, without a BPD-only 
control group, the specificity of the research project’s findings to BPD remains unclear. 
Similarly, the absence of a wait-list control group or the randomization of participants to the 
group or individualized treatment program conditions complicates the interpretation of cluster 
stability as well as how participants responded to the residential treatment program. Further, as 
the Spectrum program provides treatment for severely distressed individuals, a wait-list control 
design would be ethically unviable with such a high risk sample. Therefore, comparing 
individuals receiving the Spectrum treatment to individuals receiving treatment as usual within 
the community may be a viable alternative. Hopefully, these findings from the current project 
will stimulate further research to examine these contingencies. 
 
8.3 Implications 
 The findings of this research project have several important implications for both 
researchers and clinicians. These will be discussed in the following section. 
 
8.3.1 Cognitive behavioural theoretical models of BPD 
 Whilst the self-good/self-bad and self-good/other-bad clusters identified in the current 
project differed on several variables, examination of effect sizes indicated that how participants 
attributed the cause of negative events was the construct most involved in separating the two 
groups. Further, as their name suggests, these clusters had distinct patterns of polarized 
attributions. These findings suggest convergent validity to cognitive theories of BPD which see 
attributions, assumptions about the self and others, and dichotomous thinking as central 
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characteristics of the disorder (Beck, et al., 2004). A fear of losing control of anxiety and 
depression were also constructs important in separating the two clusters. Again, this finding is 
consistent with Linehan’s (1993a) views that secondary emotional reactions (such as fear) to 
negative emotions serves to inhibit the original emotion and prevents the individual from learning 
how to modulate their affective state and that the resulting emotion dysregulation is central to the 
development and maintenance of the disorder. That both use of attributions for negative events 
and fear of certain emotions comprised the majority of variables in the discriminant function that 
predicted clinical change group membership further reinforces the importance of these variables 
in the context of BPD. 
 Taken together, these findings support cognitive behavioural models of BPD. Further, the 
findings suggest that attempts to investigate the presence of subtypes within BPD should use 
measures that have theoretical relevance in order to assist with interpretation of cluster profiles 
and the development of hypotheses regarding how each subgroup may respond to treatment. 
 
8.3.2 Clinical utility of subgroups  
 The research project demonstrated that not only could two theoretically valid subgroups 
of BPD be identified but that the clusters assisted the interpretation of participants’ outcome. 
More specifically, the interpretation of both statistical significance levels and effect sizes 
suggested that the self-good/self-bad group made larger changes on more outcome variables than 
the self-good/other-bad group. This pattern of differences was replicated when changes between 
admission and discharge assessments were investigated for their level of clinical significance. 
These differences were obscured when all participants were examined together. Taken together, 
these findings suggest that the use of subgroups has important implications for the types of 
participants allocated to particular treatments, as well as how intervention programs are 
evaluated.  
 For example, the findings imply that amongst heterogeneous groups (such as the current 
sample of BPD) it may be more useful to examine the treatment outcome as function of particular 
subgroups. The differences between the two clusters identified in the research project suggest that 
follow-up data be analysed for these groups to examine how benefits from treatment emerge 
and/or change over time. Additionally, these differences may imply a different form of 
intervention for participants with the predominant self-good/other-bad attributional style. 
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8.3.3 Outcome measurement and prediction 
The combined findings of Chapter Seven have implications for the conceptualization and 
measurement of clinically significant change. Consistent with current thinking (e.g., Kazdin, 
2001), the results suggest that it may be more meaningful to examine participants’ profiles of 
clinically significant change across several variables, rather than inspecting the proportion of 
participants changing on one or each variable. The current findings imply that there are patterned 
differences in the types of changes participants make between two measurement points and that 
this led to an identification of a set of participants who appeared to most benefit from the 
intervention. It is hoped this will lead to a better understanding of the idiosyncratic changes 
participants make as well as ways of identifying those who show optimal response to particular 
types of treatment. Conversely, the characteristics and change over time of those participants in 
the mixed response group should be examined and alternative interventions trialled. 
 
8.4 Conclusion 
Despite the many studies focusing on BPD, research on the disorder remains in its earlier 
stages (Paris, 2007). Understanding of the disorder is hindered by the heterogeneity between 
those with the disorder across a range of symptoms. The objective of the current research project 
was to explore whether this heterogeneity was patterned in the form of theoretically valid 
subgroups of participants. The findings of this project indicated that such groups could be 
identified and that they presented a clinically meaningful way of examining treatment outcome. 
Additionally, the findings suggested that particular patterns of clinical change across variables 
were identifiable and may lead to understanding of what type of treatment best suits particular 
types of participants. 
Whilst major advances have been made in terms of successful treatments for BPD 
(Bateman & Fonagy, 2004; Bohus, et al., 2004; Giesen-Bloo, et al., 2006; Linehan, et al., 1999; 
Verheul, et al., 2003), future research needs to focus on understanding the heterogeneity of 
treatment response between participants so that the optimal treatment can be delivered to meet 
particular subgroups’ needs. 
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